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Occupational Health in the Royal Navy 


By RoBERT C. FREDERICK, M.B.E., F.R.I.C. 
Adviser on Applied Hygiene to the Medical Director-General of the Navy 


THis short review is confined to those features of Occupational Health which relate 
to the causes and prevention of illness and hurt, and consequently omits reference to 
other aspects, maintenance of efficiency, and so on, which are the concern of the 
various sub-committees of the Royal Naval Personnel Research Committee. 

In considering Occupational Health in the Royal Navy, there must be included not 
only the serving personnel of the Royal Navy and the Royal Marines but also the 
civilian employees in H.M. Dockyards, Royal Naval Propellant Factories, Royal 
Naval Armament Depots, Royal Naval Mine Depots, Royal Naval Aircraft Repair 
Yards, and other Admiralty establishments. In respect of the very large number of 
civilians, and the diversity of their occupations, the responsibility and obligations of 
the Admiralty in relation to Occupational Health, it would seem, differ from those 
of the Army Council and of the Air Ministry. 

The larger Dockyards are equipped to effect every kind of ship repair, however 
extensive, and, as they have done in the past, to build and complete large ships of 
war. The occupational health risks of the employees concerned are thus mainly those 
relating to every branch of engineering, in particular metal fabrication and treatment, 
cutting, casting, forging, welding, soldering, grinding and buffing, galvanizing, 
electro-plating, and metallizing. The risks which attach to these operations are well 
known, and need not be detailed. H.M. Ships afloat are organized to a high degree 
of self-sufficiency, and so to a lesser extent through repair ships, capital ships, cruisers, 
and those of smaller tonnage, the personnel of the appropriate branches of the 
Service are exposed to the same occupational health risks. 

A large number of Admiralty civilian employees, in other establishments, are 
engaged in the manufacture and handling of explosives. Again, the occupational 
health risks involved are well known and do not need to be discussed. Service 
personnel, for the most part, are not exposed to these risks for they receive the 
materials in sealed containers, the finished ammunition. The cordite charges, in 
silk bags, for large-calibre guns are an exception, and the nitroglycerine contained 
in them can exert a poisonous action both by inhalation of vapour and by skin 
absorption, especially in hot. climates. 

A series of occupational health risks to which Service personnel are exposed are 
those concerned with the measures taken to preserve ships before they are passed into 
reserve. After the placing within of a container of Silica Gel as desiccating agent, 
ind a hair hygrometer which can be observed through a window, equipment which 
is exposed to the weather is completely enclosed in an impervious cover formed 
by spraying a plastic compound dissolved in a solvent. The process is called cocooning. 
Metal surfaces are cleaned to the bright metal by the use of chemical de-rusting and 
de-greasing compounds, many of which are toxic, and by physical removal. In H.M. 
Ships hand chipping of metal surfaces is being replaced more and more by the use of 
power-driven tools, and this has brought its own problem, particularly in confined 
spaces, from the far greater concentration of dust imparted to the air of the place in 
which the men are at work. The matter has very recently been the subject of extended 
investigation. 

Entry into Confined Spaces in H.M. Ships is an occupational hazard only when there 
is failure to observe the strict regulations in regard thereto. These regulations require 
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that before entrance is made the space should be thoroughly ventilated (portable 
electric fans and trunking are always available), and for a test to be made with a 
safety lamp to ensure that the oxygen content of the air is sufficient to maintain 
respiration. The safety lamp will not keep alight in an atmosphere containing less 
than 163% of oxygen. As is well known, if an explosive concentration of gas should 
be present, an explosion will take place within the lamp but will not be transmitied 
to the surrounding air; it is perhaps less well known that hydrogen and acetylene 
provide exceptions. 

Service personnel are exposed to risk arising from care and maintenance of 
refrigerators and cooling machinery operating on methyl chloride or carbon dioxide, 
and on fire-fighting equipment involving the use of carbon dioxide, carbon tetra- 
chloride, and methyl bromide. At one time to make leaks more evident acreolin was 
added to the methyl chloride but this had to be abandoned as it was found that it 
was absorbed by the desiccating agent; chloroacetophenone continues to be added 
to the methyl bromide for the same purpose. Carbon tetrachloride is coloured with a 
red dye to prevent its misuse in large quantities for cleaning clothing. 

Painting is, of course, carried out on a very large scale both by civilian employees 
and Service personnel, and in continually increasing degree application by brush is 
being supplanted by compressed air spray. Spray painting, in addition to enabling a 
larger surface to be covered in a given time, and giving a better finish, has the further 
advantage over brush painting—an important one in H.M. Ships—of enabling 
places otherwise difficult of access to be reached. The occupational health hazard 
in spray painting is largely related to the skill of the operator, that is in the proportion 
of the spray which he causes to hit and remain impacted on the target surface instead 
of being discharged into the working atmosphere. Spray painting entails additional 
risk when, as so often happens in H.M. Ships, it has to be used in a confined space. 
Consequent upon the decision to supply spray painting equipment to H.M. Ships 
(it has been in use in H.M. Dockyards and Repair Yards for many years) the 
Admiralty appointed a Committee to make recommendations for the protection of 
men employed in its use. The Committee has just completed the drafting of its report. 
A matter which is not always appreciated is that spray painting entails fire and ex- 
plosion hazards. 

In H.M. Dockyards asbestos fibre and asbestos cloth are used on a large scale in 
the making of asbestos cuvers and mattresses for insulation of steam pipes and other 
purposes, and in accordance with the Asbestos Industry Regulations 1931 this is 
carried out in workshops specially equipped with exhaust ventilation. A process known 
as Limpet Asbestos Spraying which has been introduced recently is being employed 
on a large scale. In this, asbestos fibre is sprayed at high velocity, in much the same 
manner as in paint spraying, to build up a matted surface and thereby provide 
insulation between spaces. This process is not within the scope of the 1931 Regulations, 
but the Admiralty is keenly alive to the occupational hazards involved, and pre- 
cautions have been in force since it was introduced; these precautions may be subject 
to some alteration in the light of the findings of investigations just concluded into 
the operation of the process as carried out at various Yards. 

Arising out of another enquiry in H.M. Dockyards, there has come into being a 
Sub-Committee of the Joint Services and Factory Department Committee on 
Occupational Health, with representatives of all three Services and interested 
Government Departments, which is actively investigating the whole question as to 
the most suitable type of respirator to be used in processes involving exposure of 
personnel to dust or toxic vapour, and which in due course will doubtless make 
recommendations for the guidance of all the organizations concerned. It is well 
to remember, however, that in such circumstances the type of respirator to be 
provided is not the first consideration but the measures to be taken by exhaust 
ventilation, enclosure of the operation, or such other means as may be available, 
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to reduce the concentration of the dust or vapour to which the workman is exposed. 
A respirator is the second, not the first line of defence. 

The Joint Services and Factory Department Committee on Occupational Health 
referred to above is a permanent Advisory Committee which is closely concerned 
with Occupational Health in the Royal Navy, as with that in the other two Services; 
but as the Committee is administered by the Army Council discussion of its 
constitution and activities more properly comes within the scope of the paper 
which follows on “Industrial Health in the Army”. 

In H.M. Ships in commission there is always much excess heat from boilers, 
galleys, electrical equipment, and so on, wild heat as it is called, and when the ship 
is in tropical! waters, despite much that has been done to provide generous ventilation, 
often combined with air-conditioning, it does happen that the temperature conditions 
in some working places may be so high as to give rise to heat illness. 

The cleaning of tanks which have contained Jeaded petrol, and there is little petrol 
nowadays which has not been leaded, involves a degree of hazard which is perhaps 
not always fully appreciated. The residue from the tetra-ethyl-lead is intensely toxic. 
The danger is much greater with Aviation Spirit for this high octane fuel is itself 
much more toxic than ordinary petrol, and in addition it contains something of the 
order of four times as much tetra-ethyl-lead; other toxic chemicals may also be 
present. 

Service in submarines entails its own occupational’ health risks. A very general 
fitting in these vessels is what is known as the Snort. This is a hollow mast which 
can be raised to enable the air supply to be maintained to, and the exhaust to be 
discharged from, the engines while the submarine is cruising at periscope depth. 
Except in very calm weather, and accurate depth keeping, the intake of the Snort 
mast is from time to time submerged by the sea which is prevented from entering by 
an automatic float valve. But as the engines continue running, each time the valve 
closes, the air supply to the engines is drawn from within the boat with consequent 
reduction of air pressure and of course also, partial pressure of oxygen. When the 
vessel has dived, if Snort equipment is not fitted or is not in use, and the air purifi- 
cation equipment is not being employed, the submariner may be exposed to air con- 
ditions in which the oxygen content is very low, and the carbon dioxide very high; 
these chemical changes being brought about by the respiration of the ship’s company. 
The risk of arseniuretted hydrogen and of antimoniuretted hydrogen which at one 
time prevailed has been eliminated. There remains the possibility of explosion of 
hydrogen, and, more remotely, of poisoning by chlorine arising from sea-water 
gaining access to the batteries. 

The Royal Navy includes in its personnel many trained divers. These men when 
wearing the conventional diving dress and breathing air pumped down to them are 
exposed to compressed air illness if the ascent is too rapid, and to nitrogen narcosis 
if working at great depth. If they are using self-contained oxygen equipment they 
may suffer oxygen poisoning even at shallow depths. 

When the sailor takes to the air he is subject to physical stresses and strains, and 
other occupational health risks. To these, and to the occupational health risks of 
aircraft maintenance and repair, it is unnecessary to refer here as they will be discussed 
in “Aspects of Industrial Hygiene in Maintenance Command Royal Air Force”. 


Industrial Health in the Army] 


By Colonel M. R. BurKE, O.B.E., M.B., B.S., D.P.H. 
D.D.A.H. Headquarters, Western Command, Chester 


GENERAL 


Many of the occupational hazards which may be encountered in the Army are 
similar to those met with in civil life but there are some which are peculiar to the 


Service. 
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The complexity of modern warfare, especially in relation to rapid advance: in 
mechanization and use of specialized equipment and, in consequence, the facilities 
required for repair and maintenance, has accentuated the situation to be facec in 
respect of industrial health. 

Most of the ordinary industrial hazards concerned are met with at base installations 
such as bakeries, bulk petrol, oil and lubricant installations, laundries, magazines, 
ordnance depots, and workshops of varicus kinds but they are also encountered in 
certain units operating in forward areas. 


OCCUPATIONAL PROCESSES 
Occupational processes involved include those connected with: 


Accumulators. Mattress renovation. 
Ammunition. Metal work (with many different 
Arms and armament. processes involved). 

Asbestos lagging and spraying. Mine filling. 

Baking and cooking. Painting. 

Boilers. Petrol, oil, and lubricant insial- 
Camouflage. lations. 

Cocooning. Printing. 

Degaussing. Pyrotechnics. 

Degreasing. Refrigerators and air conditioning. 
Disinfestation and deratization. Screening smokes. 

Fire fighting. Searchlights. 

Flame throwers. Solvents. 

Fungicides. ‘ Tunnelling. 

Internal combustion engines. Vulcanizing. 

Laundries, including dry cleaning. Wood-working. 

Luminizing. X-rays. 


This list though by no means exhaustive gives some idea of the scope of the 
problems which may arise. 


PERSONNEL 
Many of the skilled trades in civil industry have their counterpart in the Army 
but there are some occupations peculiar to the Service, e.g. searchlight operators and 
fitters. The personnel cuncerned are military and civilian and a large number of the 
latter are employed in base installations, especially in time of war. 


ORGANIZATION 

The Director of Army Health at War Office, who is responsible to the Director- 
General Army Medical Services, co-ordinates and directs the medical administrative 
policy as regards Industrial Health in the Army. He maintains close liaison with the 
sister Services and with H.M. Government departments concerned, e.g. Ministry of 
Labour and National Service Factory Department and Ministry of Supply. 

The Army Health organization as a whole extends from the War Office, with 
ramifications at home and overseas down to the smallest unit, but in peacetime 
owing to widespread commitments and shortage of personnel, the coverage is no! 
nearly as extensive as in war. 

It may not be generally appreciated that the provisions of the Factories Act, and 
the various orders and regulations made thereunder, apply to the Army in the Unitec 
Kingdom, subject to certain exemptions which may be authorized by the Secretar) 
of State during a public emergency. Army workshops which are classified as factorie: 
within the meaning of the Factories Act are open to inspection by H.M. Factory 
Inspectors, and these inspectors are available for advice on technical matters and 
for guidance in the interpretation of orders and regulations. 

Any communication relating to the Factories Act which is received by the head of 
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a W.D. establishment direct from the Factory Department or from its local representa- 
tive must be complied with unless a change of general policy or financial consideration 
is involved, when the matter must immediately be referred to the War Office for 
necessary action. 

The situation in overseas Commands is somewhat different, since the provisions 
of the Factories Act and orders and regulations made thereunder have no statutory 
force outside the jurisdiction of H.M. Government, but, broadly speaking, every 
effort is made to conform with them so far as circumstances permit, and also with 
any Local Government regulations and ordinances in force in the civil community. 

It must be realized, however, that conditions overseas vary considerably ; 
industrial legislation is far more advanced in some countries than in others and it 
may even be non-existent. 

As regards safeguarding the health of the workers, both military and civilian, the 
orders, regulations and instructions issued by command of the Army Council are 
exceedingly comprehensive and are revised and amended constantly in accordance 
with the trend of development in industrial research and the science of war.. The 
foregoing orders, etc., are of course additional to and in amplification of the provisions 
of the Factories Act and the orders and regulations made thereunder. A typical 
regulation reads in part as follows: “Before men are employed on any service which 
is liable to be injurious to health care will be taken that all necessary rules for the 
conduct of the work are complied with, viz. rules for painters’ shops, etc.” 

Similarly the responsibilities of Engineer Officers with regard to the care and 
maintenance of machinery including safety precautions, and their duties in connexion 
with inspections, are clearly defined in the relevant regulations. 

Various industrial risks are made known from time to time through Army Council 
Instructions and War Office circulars and memoranda which include details of 
measures to be taken in combating these risks. 

A recent example was an ACI on beryllium poisoning. Standard codes of practice 
are also issued as required, e.g. in respect of electrical installations, as are also W.D. 
posters covering such subjects as the care and working of machinery. 


MEDICAL EXAMINATION OF PERSONNEL 

Great importance is attached in the Army to the medical examination of personnel, 
both military and civil. 

As regards military personnel the PULHEEMS system of medical classification is 
of material value in the determination of fitness and suitability for Army trades 
and employment. This system has been specially designed to: 

(a) Provide a functional assessment of the individual’s capacity for work. 

(6) Assist in expressing the physical and mental attributes appropriate to individual 
trades and employment within the Service. 

(c) Assist in posting men to the employment for which they are most suited in 
the light of their physical, intellectual and emotional make-up, and thus to economize 
in man-power. 

(d) Provide a system which is administratively simple to apply in both peace and 
war. The PULHEEMS system is named from the first letters of the divisions under 
which the medical examination is carried out, viz.: 

P = Physical capacity. U = Upper limbs. L = Locomotion. H = Hearing. 
EE = Eyesight. (Visual acuity for each eye is recorded separately.) M = Mental 
capacity. S = Stability. 

These divisions are known as qualities and are assessed in degrees. Age, height, 
weight and colour perception are also recorded. 

Medical assessments of other ranks are carried out under the PULHEEMS system 
as follows: 

(a) Provisional assessment—by Ministry of Labour and National Service Medical 
Board prior to enlistment or call up. 
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(b) Initial assessment—by medical officer at basic training unit within six days 
of recruit reporting at unit. At this examination “‘provisional”’ assessment is confirmed 
or amended if required. 

(c) Service assessment—by medical officer at basic training unit at completion of 
basic training or at end of sixteenth week, whichever is the earlier. The PES 
(PULHEEMS employment standard) is allocated after this assessment. 

(d) The PULHEEMS assessment, and in consequence the PES, is reviewed auto- 
matically on certain occasions and also as may be required according to circumstances. 
The instructions for the administration of the PULHEEMS system contain compre- 
hensive tables in respect of the minimum medical standards for the entry to and 
retention in the Army and the PULHEEMS employment standards for all Army 
trades and employment. 

As regards civilian personnel all entrants to W.D. employment (unless casually 
employed for less than six working days) must be examined by a medical officer before 
proceeding to work and passed physically fit for the employment for which they are 
engaged. 


CO-OPERATION AND CO-ORDINATION IN THE FIELD OF INDUSTRIAL HEALTH 


In August 1945 a small informal committee was set up consisting of representatives 
of the Ministry of Labour and National Service Factory Department and the three 
Services. 

Later a formal committee was constituted consisting of representatives of the 
three Services, Ministry of Health, Ministry of Supply, Ministry of Labour and 


National Service Factory Department, and the Royal Army Medical College. This - 


permanent committee was given the following terms of reference: 

(a) To study, from the medical aspect, the relationship between occupational 
hazards in industry and those arising in the Services and the trend of development 
in industrial research and of the science of war in relation to these hazards. 

(b) To comment on and exchange all relevant data and to marshal and make 
available to the Civil and Service departments the knowledge of these departments 
in this field. 

(c) To act in a consultative capacity in regard to industrial hygiene problems 
referred to the committee by Service and Civil departments. 

(d) To consider preventive measures. 

(e) To record their recommendations. 

The committee was given power to co-opt members as required. 

Under the chairmanship of Dr. E. R. A. Merewether, H.M. Senior Medical 
Inspector of Factories, this committee has met at frequent intervals and valuable 
results have been achieved. 

Apart from the problems put to the committee for formal discussion at their 
meetings the members are available for consultation on any of the day-to-day 
industrial problems which may arise, particularly those not covered by current 
available literature. 

The existence of this committee was brought to the notice of all concerned and 
as regards the Army the various Commands at home and overseas were urged to 
submit their problems through medical channels to the War Office. 

Much of the advisory work in the Army falls to the Army Health (Hygiene) 
specialist and apart from special reports rendered on problems as they arise a section 
on Industrial Health is included in the monthly hygiene report submitted by al! 
Army Health Officers. These hygiene reports are consolidated by higher authority 
and forwarded each month to the War Office. By this method a number of points 
have come forward for consideration. 

A sub-committee has commenced work on a handbook on occupational hazards 
and this, when completed, will probably be used not only by Service medical officers 
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but also by medical officers of the Civil Departments. A series of monographs have 
also been produced. 

\nother sub-committee has been working on the subject of respirators used for 
industrial purposes in the Services and the Ministry of Supply. As investigations 
have revealed that over two hundred different types of respirators are in use it is 
obvious that standardization, according to processes involved, will lead to consider- 
able financial economy and will simplify the question of supply including replacements. 


EXAMPLES OF INDUSTRIAL HEALTH PROBLEMS ENCOUNTERED IN THE ARMY 

Probably the commonest occupational hazard met with in the Army is dermatitis 
due to various agents, particularly oils and lubricants, flour occasionally and textiles 
more frequently. 

Some cases of textile dermatitis occurred recently at an ordnance depot in this 
country due to the handling of webbing equipment returned from overseas. In this 
instance the various factors which had to be taken into account included the 
impregnation of the material with considerable quantities of sand, the rough surface 
of the webbing, stiff buckles and other fasteners, the waxed twine used for sewing 
the hessian bales, the “‘blanco”’ used on the webbing. As the use of a “barrier” 
cream together with the adoption of other precautionary measures had not proved 
adequate as regards prevention of dermatitis the issue of gloves to those employed 
in certain processes was advised and duly authorized. 

The possibility of toxic hazards arising from the use of copper naphthenate for 
the preservation of timber was another problem that was referred for consideration. 

It was advised that there was no probable danger from toxicity in the concentrations 
to be employed but that white spirit should be used instead of petrol as a solvent, 
on account of the fire risk involved. 

During the last war there occurred in 1943 in the Middle East a number of cases 
of lead poisoning amongst labourers engaged in filling portable containers with 
petrol admixed with tetra-ethyl-lead—various preventive measures were advised and 
adopted and no further cases occurred after December 1943. 


Aspects of Industrial Hygiene in Maintenance Command 
Royal Air Force 
By Group Captain C. CRowLey, M.B., B.Ch., D.P.H., D.I.H. 
Deputy Principal Medical Officer, Headquarters, Maintenance Command 

EacH Command of the Royal Air Force in the United Kingdom specializes in a 
particular function. Thus for example: Flying Training Command specializes in 
flying training; Technical Training Command in the occupational training of ground 
personnel; Maintenance Command in the supply, repair and maintenance of the 
various types of equipment required in the Royal Air Force. 

Industrial problems peculiar to the specific function of each Command are met 
with—thus fatigue, effects of noise, cold, and high altitude flying must be taken into 
consideration when dealing with those Commands whose main functions are flying 
duties. 

Specially trained R.A.F. medical officers, who are qualified pilots, deal with 
occupational hazards peculiar to flying. 

In Maintenance Command, on the other hand, we are faced with the many 
and varied industrial problems common to British industry as a whole. 

In this Command thousands of Service personnel and civilians are employed in 
industrial Units, scattered throughout the country. 

Each Unit may be regarded as a factory. 

As the environment of factories in civilian industry varies from excellent to good 
and “not so good”, so too it is in the Royal Air Force. We are, I think, justifiably 

sroud of the conditions prevailing in many Units—where excellently constructed, 
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well-ventilated, suitably heated, lighted and properly equipped workshops are 
available. 

Yet, I regret to say this high standard is not universal. Some Units still function 
on wartime sites, in temporary buildings hastily erected in time of national emergency 
when necessity knew no law and the very survival of the nation took precedence 
over industrial health requirements. 

Much has been done to bring up to reasonable standards the environmental 
conditions in these Units, but certain almost unsurmoutable difficulties are encountered. 

Let us take for example the large corrugated iron hangars which during the war 
were used to house aircraft, and have since been taken over as workshops by 
Maintenance Command. It is almost impossible to obtain a suitable and reasonable 
temperature in these buildings. 

The use of slow combustion stoves or electric fires is often not possible as the 
work undertaken frequently involves the use of petrol or other inflammable substance. 
In many cases, to render these hangars reasonably warm, they have been lined with 
asbestos or cardboard sheeting and a false ceiling has been constructed some 10 feet 
from floor level. 

The question of lighting has also given rise to difficulty in the case of these converted 
hangar-type workshops. These hangars when constructed did not have windows 
provided and except in those rare cases where dormer type windows have been 
improvised, work must be done in artificial lighting. As one can assume from the 
size of these hangars, it is difficult to get a uniform suitable standard of general 
lighting. Portable spotlights are used to illuminate the actual work site, but even 
then it is difficult to avoid glare and tunnelling effect which is so common in large 
high buildings of this type. Painting the inner walls of the asbestos-lined hangars 
with light colours—thus helping the reflection of light—has proved useful in many 
instances. 

There is no doubt that much could be done to bring these unsatisfactory type 
workshops more in line with the requirements of modern industry. The lighting and 
heating could, at a cost, be vastly improved, but would the expenditure of such vast 
sums necessary to carry out the improvements be justifiably spent when one considers 
that they are but temporary improvised buildings, whose lives as workshops may 
be terminated at any time ? 

I do not suggest that the lighting, ventilation or heating in these converted hangar- 
type workshops are not within the legal requirements of the Factories Acts, but then 
these requirements are but the minimum permissible standards, and they do not 
approach the standards that industrial hygienists, or we, in the Royal Air Force, wish 
to provide for our Service personnel and Civilian employees. 


WELFARE REQUIREMENTS 


In even the most isolated Units the welfare facilities—i.e. the supply of drinking 
water, washing arrangements, accommodation for clothing, first aid, facilities for 
sitting, canteens and rest rooms, are up to high standard, and compare most favourably 
with similar facilities afforded in modern civilian industrial concerns. 

Having dealt briefly with general factory hygiene and industrial environment in 
R.A.F. Units in Maintenance Command, I will now give a brief outline of two of 
the industrial occupations undertaken, and comment on the main hazards to be 
anticipated and preventive measures which are adopted to safeguard health. 

(1) Welding.—Oxy-acetylene and electric welding are the types mostly undertaken 

The chief danger encountered in this occupation is the effect of the short ultra- 
violet rays on the unprotected conjunctiva and cornea. These rays set up biochemica! 
changes in the unprotected eyes which manifest themselves after a latent period of hours 
as a conjunctivitis or a keratitis to which conditions the term “arc-eye”’ is frequently) 
applied. Often it is not the actual welder who suffers from “arc-eye”’, as from 
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pre. ious experiences he realizes the necessity for using protective eye goggles or 
shields provided—more frequently it is the inexperienced welder’s mate or other 
unprotected individual working in close proximity to welders who are caught unawares 
and so suffer. 

fo prevent the effects of ultraviolet rays, suitable blue goggles, hand screens or 
helmets must be used. The glass in these goggles, screens or helmets must comply 
with an accepted British Standard specification. 

infra-red rays are also emitted during welding and may, if exposure is prolonged, 
lead to cataract or lens opacities, if suitable protective devices are not used by welders. 
As welders in the Royal Air Force are only intermittently employed for short intervals 
in actual welding, it is doubtful if cataract will occur as an industrial disease. 

The possibility of acute poisoning from nitrous fumes generated in welding is 
remote as welding is only done in well-ventilated workshops in Units of Maintenance 
Command. Nitrous fumes are only likely to cause trouble if welding is done in 
confined and ill-ventilated places. 

Burns of any exposed part of the body may occur from splashes of the molten 
metal or sparks. Leather gauntlets, or sleeves and leather aprons worn by the worker 
will prevent burns of hands, arms and body. 

(2) Doping.—During the first World War tetrachlorethane was used as a solvent 
for cellulose acetate to cover aeroplane wings and the industrial process became 
known as doping. 

The dangers of this most toxic solvent were not at first fully appreciated. In 1914 
in Great Britain 25 cases of dope poisoning, 4 of which were fatal, were recorded. 
In 1915 toxic jaundice caused by dope was made notifiable. Up to September 1916 
70 cases of toxic jaundice of which 12 proved fatal had been reported in dopers in 
the United Kingdom. 

The dangers and hazards to health from the use of tetrachlorethane were now 
fully appreciated and its use as a solvent in “dope” was discontinued. Solutions 
containing less toxic solvents were substituted after which the incidence of toxic 
jaundice in dopers appreciably fell. 

The composition of modern aeroplane dope usually consists of: 

A base: Nitro-cellulose. 

Various solvents, including: Amyl acetate, butyl acetate, butyl alcohol, 
toluol, benzol, acetone. 

Pigments to give the required colour: Aluminium powder, red oxide of 
iron, carbon black, zinc oxide. 

If suitable precautions to safeguard health are not taken then one must expect to 
encounter the toxic effects which result from the inhalation of the fumes given off 
by the solvents. 

The inhalation of amyl acetate vapour gives rise to giddiness, nausea, digestive 
upsets and irritation of the upper respiratory passages. No fatal case from inhalation 
of the vapour has been recorded. 

Butyl acetate causes similar symptoms. 

Butyl alcohol does not produce any narcotic symptoms, but is definitely an upper 
respiratory and eye irritant. 

Benzol, whilst it may cause symptoms of acute poisoning such as euphoria, giddiness, 
staggering gait, loss of muscular power and unconsciousness, more usually causes 
symptoms of chronic poisoning due to inhalation of low concentrations of benzene. 

The symptoms produced are due to the toxic effect of the benzol on the CNS and 
bone-marrow. Headache, dizziness, fatigue, muscular weakness, pallor of the skin 
and mucous membranes with characteristic blood changes are associated with the 
first stage of chronic benzene poisoning. 

The blood picture at this stage shows a progressive reduction of the total leucocytes 
with a relative lymphocytosis. 











110 Proceedings of the Royal Society of Medicine 10 


If exposure to the fumes continues epistaxis and purpuric patches in skin and 
mucous membrane appear and finally aplastic anemia develops. 

Toluol: The effects of the inhalation of toluol vapour are disputed. Some authorities 
maintain that it can cause symptoms akin but less severe than those produced by 
benzol—others doubt this. All, however, agree that from a practical point of view 
it is far less toxic than benzol. 

Acetone: This is a far less toxic solvent than benzol. It can, however, cause 
symptoms of vertigo, irritation of upper respiratory passages and conjunctivitis. 

The methods we employ in units in Maintenance Command to safeguard the health 
of dopers are as follows: 

(a) All doping is done in specially constructed workshops known as “‘Dope Shops”, 
In one of the outer walls of these workshops there has been inserted at ground level 
powerful extractor fans. In the opposite outer wall some 10 feet from ground level 
there are permanent air inlets. 

(b) Prior to starting work with dope the employees start the extractor fans and don 
protective clothing and an approved respirator. Whilst actually doping the worker 
stands between the article worked on and the permanent air inlets, thus ensuring 
that any fumes or mists generated are taken away from his immediate vicinity towards 
the extractor fans. 

(c) Dopers are medically examined prior to employment on this work. Those 
with histories of anemia, gastric disease or liver disease are not accepted. 

(d) Dopers are medically examined every 3 months and blood counts are taken. 

(e) A special meal is given to personnel employed on doping. Previous to the last 
war a daily ration of milk was issued to each worker employed on doping, but owing 
to the scarcity of milk in the last years of the late war, cocoa was substituted. 

I am of the opinion that the giving of this extra meal per day serves no useful 
purpose other than that it possibly impresses on the individual that dope is a 
dangerous substance with which to work. The idea of giving this extra ration of 
milk may have originated in 1914 when possibly it was thought that the calcium 
content would help to counteract liver damage. 

Doping is regarded by all our personnel as potentially dangerous work and it is 
the one occupation where employees willingly and rigidly adhere to the preventive 
measures advocated. This possibly accounts for the fact that in the Royal Air Force 
toxic manifestations due to the use of dope are extremely rare. 


THE MEDICAL ADMINISTRATION OF THE PREVENTIVE MEASURES TAKEN TO COMBAT 
INDUSTRIAL DISEASES IN MAINTENANCE COMMAND 

The Command is divided into four groups—each group controlling a number of 
Industrial Units. The industrial functions of each group are distinct. Broadly 
speaking the functions of a group fall under: (i) Repair and salvage; (ii) the 
Armament requirements; (iii) aircraft storage and maintenance; or (iv) general 
equipment storage and maintenance. 

At Command there is an Industrial Medical Officer on the staff of the Principal 
Medical Officer—whose duties entail the supervision of all matters affecting the 
health and working conditions of industrial employees. 

At each group there is a senior medical officer whose duties include the supervision 
of industrial conditions and the health of industrial workers in that group. 

Finally, at each Unit the industrial functions are supervised either by an established 
Service medical officer if available or by a Civilian medical practitioner employed unde 
contract for this purpose. 

There is maintained at each Unit a special industrial diary in which the docto 
responsible records any observations and comments arising from his month): 
industrial inspection. These diaries are passed to Officer Commanding Unit fo 
appropriate action and are inspected regularly by Group Senior Medical Officer and 
Command Industrial Medical Officer. 
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Overall expert guidance is given by means of Medical Memoranda issued by the 
Principal Medical Officer. These memoranda outline in the fullest and most 
up-to-date detail: (i) The duties of the Industrial Medical Officer. (ii) Statutory 
requirements. (iii) Hazards likely to be encountered and preventive measures to 
be adopted in the various industrial processes carried out in the Command. 

Medical inspection and examination of employees required by Statutory Regulations 
are rigidly carried out and recorded. 

Finally, close liasion is maintained at Command level with the Medical Authorities 
of the Ministry of Supply and Factory Department. 


ADMINISTRATIVE DIFFICULTIES 

As is natural to expect certain difficulties are encountered in administration. 

(1) Firstly the question of finance arises—the Royal Air Force is allocated an 
overall sum of money to meet its commitments, which are graded in priority. The 
finer industrial requirements are, I fear, not in all cases given the degree of priority 
which an industrial hygienist would wish and consequently many industrial improve- 
ments must either be improvised or await the accumulation of sufficient surplus 
funds necessary for the work. 

(2) Many of our industrial units are manned by civilians, who in many instances 
are not always amenable to the high standard of discipline obtained in Service- 
manned industrial workshops. This applies especially to the older age-groups, the 
60-65s, who have been at the job for many years, and who, in many cases, resent 
the imposition of modern industrial preventive measures. Some, for example, scorn 
the idea of wearing protective goggles in chipping of metal chains, grindstone work 
and the like. Others employed on paint spraying will not wear the protective masks 
provided. 

It is very difficult indeed to deal with these types of individuals. 

These remarks do not apply to Service personnel, as here we are dealing with a 
disciplined body of men under strict supervision, and there are, of course, ways and 
means of insisting that Service personnel comply with any regulations in force. 


Major-General T. Young: The speakers have referred to the Joint Services and 
Factory Department Committee on Occupational Health. We are extremely fortunate 
in having as Chairman of this Committee Dr. E. R. A. Merewether (Senior Medical 
Inspector of Factories, Ministry of Labour) and as members Dr. N. Langdon Lloyd 
(Ministry of Supply), Dr. E. L. Sturdee (Ministry of Health) and Mr. S. H. Wilkes 
(Ministry of Labour and National Service). With these experts sit the specialist 
representatives of the three Services. 

This Committee among its duties studies from the medical aspect the relationship 
between occupational hazards in Industry and those arising in the Services and the 
trend of development of industrial research and of the science of war in relation to 
these hazards. It also acts in a consultative capacity in regard to industrial hygiene 
problems referred to the Committee by Service and Civil Departments and it 
recommends preventive measures. 

On behalf of the Army I wish to record our appreciation of the valuable work done 
by this Committee. 


Brigadier A. E. Richmond, referring to the President’s surprise at the delay which 
had supervened in the introduction of the PULHEEMS system of medical 


categorization, explained the reasons for this : 


(a) Although, basically, this system, which originated with the Canadians, was a 
marked advance on previous methods, the administrative problems involved in 


changing to the new system in a huge army such as ours in the later years of the war 
were many and great. 


(b) The advantages of the new system would have been outweighed by the 
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disadvantages, due to the great deflection of administrative effort involved from 
other and very important matters. 

(c) When introduced it was important that it should apply to the three Services 
and this added to the difficulties of early introduction. 

(d) Its delayed introduction after the war was due to 

(i) Modifications in the system necessary, the details of which depended on 
investigations and trials. 

(ii) The many and detailed administrative and medical implications in the application 
of the system to all three Services with their varying problems, to say nothing of the 
adjustments necessary by the Ministry of Labour and National Service in regard to 
their recruiting medical boards. 

(iii) Shortage of medical man-power to deal with the re-categorization of all officers 
and men in a short period of time. 

(iv) The need of an interval of some months before introduction to allow of the 
instruction of all concerned throughout the Army in the new procedure. 

Brigadier Richmond concluded by saying that the papers read had been of much 
interest and value, and played a very useful part in bringing to notice important 
aspects of the occupational health problem throughout the Services. 

Surgeon Captain S. G. Rainsford considered that the greatest advance in 
“Occupational Medicine” that had occurred during recent years had been the con- 
ception that occupational medicine was no longer merely concerned with dangers 
to the health of workers but also with any environmental conditions that might 
affect their working efficiency. The Services referred to this side of “Occupational 
Medicine” as “Personnel Medicine” and each of the Armed Forces had their own 
personnel research committees who directed the enormous amount of research now 
being carried out on problems pertaining to personnel medicine. In fact there was 
little doubt that the Services in this respect had been a fillip in stimulating personnel 
research in industry. 

While the personnel research committees of the Royal Air Force and the Army 
were respectively Air Ministry and War Office Committees, that of the Royal Naval 
Personnel Research Committee was a committee of the Medical Research Council. 
In addition to these three committees there was another committee known as the 
Interservices Personnel Research Committee—also a committee of the Medical 
Research Council—which dealt with fundamental problems affecting the working 
and fighting efficiency of personnel in all of the three Armed Forces. 

He felt that the meeting should not be concluded without paying a tribute to the 
wonderful work that has been and is being carried out on behalf of the Armed Forces 
in matters of personnel research by the Medical Research Council. 

Air Vice-Marshal T. C. Morton said that the R.A.F. had for many years carried 
out blood counts at regular intervals on civilian employees who were engaged on 
X-ray work in connexion with metal alloys. If there were any evidence of a blood 
dyscrasia the employee was sent on sick leave; his private practitioner was informed, 
and he was allowed to resume his occupation only if his blood count had returned to 
normal. In spite of these precautions, one case of aplastic anemia developed two 
years after an employee had given up X-ray work. 

Surgeon Captain R. W. Mussen stressed the fact that what is called Personne! 
Medicine and research into matters concerning the health and efficiency of men ir: 
the Services is the modern development of Industrial Hygiene. He suggested that the 
Section should have a further meeting on that wider development of the subject. 

The Director-General Army Medical Services (Sir Neil Cantlie) stated that he hac 
been impressed by the speakers on the awareness of all the Services to the questio1 
of industrial hazards occurring in workshops and other units and institutions. He 
considered that the health of the troops and the civil workers was being satisfactorily 
safeguarded. 
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Section of General Practice 
President—G. F. ABERCROMBIE, V.R.D., M.A., M.D., K.H.P. 


[December 20, 1950] 


DISCUSSION : WHAT IS GENERAL PRACTICE ? 


Dr. G. O. Barber: 

During the formation of this new Section a number of people have been asking “‘Yes, 
but what is general practice?’ So it seems reasonable that we should devote this first meeting 
to considering what there is about the scientific, the academic, branch of Medicine which 
we call “‘general practice’’ which distinguishes it from other branches, such as that practised 
in hospital, or from industrial medicine, or Public Health. If we can define general practice, 
we shall be able to make clear the type of meetings we hope to have in future, the type of 
problem we hope to discuss, in fact the objectives at which we have aimed in forming this 
new Section. 

In forming this Section, we have nothing here to say about those questions which are 
discussed elsewhere, concerning the conditions under which general practice is carried out 
at the present day. Nor am] discussing it as a career, nor from the point of view of post- 
graduate education. ; 

Twenty years ago | overheard a conversation about myself. Two patients were sitting on 
a bench in the little divided waiting-room cum dispensary, and I was the new doctor mixing 
up a bottle of medicine unnoticed behind the glass partition. Their old doctor for forty 
years lay dying upstairs, and they were discussing the merits of the newcomer. 

“I do not think much of him, why he has to examine you to find out what is the matter!’ 

And I thought, “I'll show them”’. 

But, in fact, I did not show them; they showed me. They showed me what general practice 
really meant, and even now I am only beginning to be able to put it into words. 

That little conversation opened my eyes in the first place, for my old predecessor had a 
great reputation as a fine doctor. What I did not realize at the time was that the essence of 
general practice is to live amongst your patients as a definite cog in the whole machine, 
knowing them so well both in health and in sickness, and from birth until death, that although 
one may keep—and should keep—a clinical record of their illnesses, and although one should 
examine the patient as a routine, the patient is so familiar to his family doctor that he of all 
people can be in the best position to give an accurate diagnosis, prognosis and treatment 
most suitable to the patient’s way of life. 

That is my definition of general practice from the social or economic standpoint. 

Whereas the patient in hospital is like an animal in the Zoo, living under conditions 
which are artificially made—as near normal as possible of course, but nevertheless out of 
his natural environment—the general practitioner is in the position of the big game hunter, 
studying the patient in his natural environment, the jungle, his lair, in the wild herd, in his 
home. 

This new discovery of what is called either “social medicine’, or “human ecology” 
(according to the shade of blue of your University), is of course little more than an expression 
of the fact that there is a great deal more to a case in hospital than you can find out by 
examining that case in hospital. The essential causes and tendencies of health or disease in 
an individual are in his heredity and his environment; his parents, his family life, his 
heme, his work, his tastes and recreations. And we shall not get the picture of these most 
imoortant factors by merely asking the patient about them as we shall obtain only his very 
limited impression of them. General practice involves knowing all these things, and applying 
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them to the particular case in point. Selye has written about the ‘Stress Syndrome”. His 
fundamental statement is only too well known to the general practitioner, namely that 
the individual will react to stress in an individual way. General practice means such 4 
knowledge of one’s patient that one can assess first of all the type of stress to which he is 
likely to be subjected, and secondly the way in which he is most likely to react or break 
down. 

This is, of course, a fascinating study and one of the rewards of growing older; for one is 
able to watch successive generations under one’s care, battling with life and producing the 
same pattern of health and disease. 

The medical scope of general practice.—This is a vexed question, for as the various techniques 
become more complicated, more and more medicine is segregated under the name of a 
speciality; so that logically the general practitioner should, in time, become merely a signpost 
to the nearest appropriate hospital department. 

But the direct opposite is my belief. I believe that general practice involves the whole of 
medical science, up to the point where the general practitioner can reasonably apply it 
himself to the patient. But where the technique is beyond his scope then it is his business 
to see that the particular speciality is applied to his patient which will benefit him best, 
according to the general practitioner’s exclusive knowledge of the “ecology” if you like to 
call it that. The general practitioner should regard the specialist departments as helps to 
his treatment of the patient, rather than as places to which he sends his patient and then be 
relieved of all further responsibility. 

There is yet a third aspect of general practice: as an ideal. It is the responsibility for a 
patient, even sometimes against his will; a responsibility both for him and his family, in 
health and in sickness from birth until death. The kind of responsibility which makes one 
accept the night-call, the blizzards, the farm tracks, the slums, because the visit of the family 
doctor is the one thing which is going to relieve what appears to be a hopeless situation. 
For in general practice a visit to a patient does not involve just that patient’s symptoms. 
It involves acute anxiety on the part of the family; if you like, a temporary mental illness, 
an anxiety state, of all concerned. And it is part of general practice to relieve this also in 
such a way that there may be no lasting effect which may in turn produce psychosomatic 
effects. To take specific examples of this, one has to handle birth and death, in which the 
principal player is usually the least concerned. 

Management of the confinement is enough in itself, but to bring through with safety, and 
without permanent injury, the young expectant father, to say nothing of grandparents at 
their first attempt, entitles the general practitioner to call himself a specialist if ever he can. 
To be more serious, when death comes to a household it is the way in which it is handled by 
the doctor which can make all the difference between black, unrelieved, and hopeless tragedy, 
and a sad, but natural event which draws the rest of the family closer together. I know that 
it is difficult to draw the line between pure textbook medicine and this curious combination 
of, guardian, worldly adviser, and father-confessor; but in general practice the one cannot 
be dissociated from the other simply because illness in the patient results as much from a 
lack of adjustment to his environment as to bacterial infection or any other laboratory 
cause. ‘i 

In chronic cases it is often said that nothing can be done. But general practice consists 
in doing something to make life as bearable as possible for the patient, and to make him 
live as comfortably as he can with his disability. On the research side there are various 
matters which may engage the practitioner’s attention, such as the observation of seasonal 
epidemics, not necessarily the serious epidemics, but the minor cases, the transient vertigo, 
nausea, and vomiting, the epidemic myalgia, the occurrence at certain times of a series of 
cases of acute backache or pain on turning the head. 

Many people seem to think that the bulk of general practice consists of trivialities, and 
much of our work does concern minor ailments, small injuries, and collections of vague 
symptoms with no accompanying physical signs. And if one cares to leave it at that, it Is 
a worthy, humdrum profession. 

But I believe that there is no case, however trivial, which is completely without interest; 
and much more than that, that every case deserves the complete absorption of the general 
practitioner if he is to be able to sift rapidly what is unimportant from what is significant. 
Careful attention to hundreds of apparently trivial cases is more than rewarded as one catches 
the earliest possible stage of serious illness. Any medical fool should be able to diagnose 
advanced disease, but it is the pride of the general practitioner that with his intimate 
knowledge of the patient, he can detect the early stages and he can do no greater service 
to his patient. So that the ordinary succession of patients during a surgery is a continual 
stimulus to exact scientific observation; obviously much becomes almost a reflex action in 
time, so that one almost has a tentative diagnosis sometimes, arrived at between the time 
that the patient opens the door, and when he sits down in the chair. 
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To sum up, general practice is still and always will be just what the individual general 
practiioner makes it. It is not a question of definition, by this or any other medical body 
of men, but it is the general practitioner’s own conception of service to his patient, exemplified 
by the standard of his work, and his willingness to assume responsibility. It is the whole 
care ©f his patient, in his normal environment, to the utmost extent of medical knowledge. 


Dr. J. D. Simpson: 

Our Senior Secretary, Dr. G. O. Barber, in his concluding remarks has stressed the 
willingness of the general practitioner to accept responsibility—and it is of this aspect 
of general practice that I propose to speak. 

Firstly it is completely different from that borne by his colleagues in hospital who are all 
experts in a branch of medicine or masters of some elaborate technique. 

The general practitioner knows but little of these techniques in diagnosis and treatment; 
he accepts them, and uses them to advise or treat the patient in relation to his or her back- 
ground and it is of this environment that the General Practitioner should have a special 
knowledge. 

It is impossible to generalize, some of us practise in Mayfair and are experts in the stresses 
and strains of life in high society—others practise in the Highlands where the problems are 
different—others of us work in schools and universities where we cannot know the individual 
background of every boy or girl in relation to his or her family but we do know the special 
stresses Of university or school life—the intense competition, the one chance that if not 
seized now may never come again. The treatment of a given condition will therefore vary 
in relation to the immediate circumstances of the patient. The university doctor must be 
prepared to accept greater risks for the man having his last shot at a scholarship than he 
would for the boy who is taking one part of his First M.B. from school at the age of 16. 
Thus the first duty of a general practitioner is to be expert in the environment of his 
patients. It has been my lot to practise among young adults all my life, and I propose, 
therefore, to consider the clinical responsibilities of a general practitioner in a university 
town. Consideration of the patient and his social environment in its broadest sense play a 
part in the treatment of every case. 

May I give some examples from rowing: A young man aged 22 with an excellent athletic, 
Service, and scholastic record, reported sick on a Monday saying: “Doctor, I have a strained 
heart. At the end of the course we rowed on Saturday I felt awful.”” His personal history 
was known—he was the only son of very devoted parents, who watched his every activity, 
both mental and intellectual. On examination, he showed no abnormality at all, his heart 
and lungs were normal, his blood pressure was 120/80. The urine was normal. Exercise 
tolerance test was good. He blew up and held a column of mercury to 40 mm. for 70 seconds 
without appreciable rise of pulse-rate. On further enquiry it was elicited that on the day in 
question he had been to a 12-1 o’clock lecture, had lunch in college and the boat was out at 
1.45 p.m. He had had a long wait at the start of a twenty-minute row and it was a bitterly 
cold day. 

My advice was to go straight down to the river, have a light outing and then return to the 
VIII next day. He has rowed and been fit ever since. 

Now an anxious boy who has a hurried, nourishing but stodgy carbohydrate lunch, a long 
wait in the cold and then does a twenty-minute row is very likely to feel ‘‘awful’’. 

It was the knowledge of his family, the circumstances and a careful clinical examination, 
that made it possible to give him complete reassurance. 

\ cardiological opinion would have taken two to three days at least to arrange and by 
the time the boy had been examined he would have been well on the way to a cardiac neurosis 
and would have missed his place in the VIII—a very important matter to him. 

This question of fitness for athleticism is one which often comes to the general practitioner 
and except for a long-term policy he must rely on his knowledge of the patient, the game 
concerned and his own immediate judgment. 

The problem of allowing a man to row with a temperature is always very difficult and even 
in a most vital race is rarely justified, particularly since we know that anterior poliomyelitis 
develops in its most severe form in those who have taken violent exercise during its prodromal 
Stages. It is indeed fortunate that the Boat Race, Henley and most of the important rowing 
events take place in the first half of the year. 

Xowing is always considered the sport in which a man is most likely to damage his heart, 
and for a very good reason. Unlike football, cricket, hockey and to some extent tennis, 
squash, fives in which he can ease off a bit if he likes, in a boat a man is being driven by the 
otter members of the crew, not to mention the cox and the coach. 

\ knowledge of the details of rowing have been at times of great help to the man’s doctor. 
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A man coxed a boat one afternoon during the winter term and suddenly developed a 
drop foot. The fact that a cox sits cross-legged in the stern of a boat with the splash board 
bumping against the head of his fibula made the diagnosis of an external popliteal nerve palsy 
easy. Great anxiety was saved as there had been a case of anterior poliomyelitis in his college. 

The doctor is often called upon to make a decision on behalf of the team by the captain. 
He must decide first what is the risk to the patient and what the risk to the side. For example, 
consider a good rugger player who has dislocated his shoulder twice; one more dislocation 
will not do great harm to the patient but the side may lose him early in the game. 

The problems of athleticism illustrate well the duties of the general practitioner to his 
patient and to society and one could go on recounting cases endlessly, but there are other 
problems which show the same fundamental principles and call for similar judgment. 

Let us consider for a moment the problem of fits and faints—just as ‘“‘one swallow does 
not make a summer’’, one transient loss of consciousness does not justify a diagnosis of 
epilepsy. 

In these days of the worship of scientific investigation, we are often asked to have tests 
carried out. An electro-encephalogram in these circumstances will, in nine cases out of ten, 
confuse the issue, as will the immediate administration of phenobarbitone “‘to stop any 
further fits’, unless the original attack was seen by a really reliable witness and there is no 
question at all of the diagnosis. 

A quick reference to “fits” in a medical student’s textbook will soon convince the patient 
that he or she has epilepsy with all the concomitant misery that it entails. 

How much better and more courageous to tell the patient that “it was a faint’ and to wait 
without giving drugs till the next attack, which may never occur. Sometimes the doctor will 
be wrong and there might even be a tragedy, but I maintain that the number of patients he 
will save from the fear of a disease which they have not got will amply justify his action. 
He must, of course, tactfully stop them indulging in particularly dangerous activities such 
as swimming, gliding or flying during this period of masterly inactivity. 

Flying to-day is becoming so commonplace that it is the duty of the general practitioner 
to know something of its problems and it is well worth remembering that a cold in the nose 
which is a nuisance to you or me, may produce in the airman, that intensely painful condition 
known as “‘vacuum headache” if there is blockage of the frontonasal duct, or if there is a 
eustachian catarrh damage to the ear-drums, the so-called “‘otitic barotrauma”’. 

There are many other problems of flying—anoxia, the effects of centrifugal force— 
the “‘Bends,” but these come so rarely into the work of the general practitioner that we 
may leave them to the specialist and remember one other danger when flying: A patient 
with a recent refill of a pneumothorax may suffer not only discomfort but intense cardiac 
embarrassment on ascending 10,000 feet; for the air in the pleura will exert an increasing 
pressure on the mediastinum as the barometric pressure falls. 


Research in general practice.—For the general practitioner to have a special subject for 
study gives him an additional incentive and interest. The opportunities for research are 
twofold. 

Firstly, the long-term collection of his cases of a particular disease—to do this, he must 
keep a nosological record—keeping a list of patients who have had the disease in which he 
is interested. He can then follow them up years later from his records and if they leave his 
district he can make a short abstract of his notes when he sends in their cards, and, if possible, 
get their new addresses, so that he can follow up any cases of particular interest. When he 
is planning a definite investigation, he should seek statistical advice and use a pro forma 
for his notes so that they may be of real statistical value. There is nothing more maddening 
than to look up a past case and find that the notes are incomplete and it cannot be included 
in any sevies. 

Secondly, the recognition of clinical syndromes when they occur in epidemics. For 
example, I have recently had a group of cases of gastro-enteritis with such violent intestinal 
colic that heavy sedation has been necessary—10 cases within four days. Description of 
such outbreaks at our meetings here would be of the greatest value and interest, warning us 
of the clinical syndromes which we may expect to see in our practices. A sort of bush 
telegraph, ‘“‘the beating of the Tom-Tom warning us of rumblings in the Tum-Tum’”’. 

In conclusion may I summarize my views of the special responsibilities of the general 
practitioner. 

(1) He should be expert in his knowledge of the environment of his patients. 

(2) He should have the courage of his convictions and not be afraid to accept responsibility 
which will save his patients fear and anxiety. ; 

(3) He should bring to this, our Section of the R.S.M., notes of the pattern of common 
diseases, so that we can learn by discussion, in the same way as our colleagues in other 
Sections of this Learned Society. 
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President—E. O. Lewis, D.Sc., M.R.C.S. 


[October 10, 1950] 


Intelligence and Modern Social Trends [Summary] 


PRESIDENT’S ADDRESS 
By E. O. Lewis, D.Sc., M.R.C.S. 


IN this Address most of my remarks will deal with the “subcultural group”— 
that section of the community whose social incompetence is due to low intelligence. 
The problems presented by this group will be discussed in the light of a few modern 
social trends, namely, the differential fertility of the various social classes, the 
development of the Social Services, and the rapid urbanization. The concentration 
of the population in large towns has been accompanied by a loss of social cohesiveness 
and this is making it more difficult for members of the subcultural group to participate 
in the general life of the community. 


The statement that “mental deficiency is a major social problem”’ is often received 
with some measure of incredulity, and this is not surprising. If the interpretation 
of “mental deficiency” adopted for legal and administrative purposes in this country 
is accepted, then only about 1°% of the population can be said to be mentally 
defective. Probably no other 1°% of the general population contains such a high 
proportion of decent, docile and law-abiding citizens. If so, what meaning can 
be given to the statement that mental deficiency is a major social problem? 


THE SUBCULTURAL GROUP 


lt is the experience of doctors and administrators concerned with the working 
of the Mental Deficiency Acts that they are brought into touch with a section of 
the community that does present very serious social problems—chronic pauperism, 
slumdom, recidivism, child-neglect and many others. The large majority of persons 
in this section of the general community, to which section we shall refer as the 
“subcultural group”, have from 60 to 85% of normal intelligence. This subcultural 
group, it is estimated, comprises about 5°% of the total population. A small number 
only, probably not more than one in ten of this 5°, are sufficiently retarded mentally 
to be brought within the jurisdiction of the Mental Deficiency Acts. Large numbers 
in this borderline subcultural group are actual or potential social failures, and it 
is important to realize that their failure is due basically to their poor mental endow- 
ments. Although it is this subcultural group that presents many of our serious 
sorial problems, psychiatry has scarcely recognized its existence as a group. Hitherto 
it 1as been “‘a no man’s land” in the field of psychiatry. Any proposal to extend 
the scope of the Mental Deficiency Acts so as to include this section of the population 

ild prove impracticable, and certainly is not desirable. 
 EB.—PsyCHuIAT. 1 
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DIFFERENTIAL FERTILITY AND NATIONAL INTELLIGENCE 


Recently psychologists have been much concerned about the possibility of deteriora- 
tion in the level of national intelligence. This pessimism is based upon the differential 
fertility of the various social classes; the birth-rate amongst the professional! and 
skilled artisan classes has been considerably lower than that amongst the semi- 
skilled and unskilled classes for the greater part of the last century. On a priori 
grounds this differential fertility must result in some deterioration of the national 
intelligence unless there are factors that counteract the tendency. Penrose and 
Haldane maintain that such factors do operate and thus maintain a state of 
equilibrium. The surveys made recently by the Scottish Council for Research in 
Education indicate no decline in the average level of intelligence amongst school 
children during the last twenty-five years. The results of such surveys or theoretical 
arguments about the maintenance of biological equilibrium, however, do not justify 
any complacency about the mental calibre of our nation, when we find clear 
demonstrations of the dysgenic results of the inbreeding of poor stock in some 
rural districts and in many of the slums of our large towns. 


THE ASSIMILATION OF THE SUBCULTURAL GROUP INTO THE GENERAL COMMUNITY 


From the social and administrative standpcints, the mentally defective and 
the subcultural groups present contrasting problems. The majority of the mentally 
defective need to be segregated temporarily, if not permanently, from the general 
community. The problem of persons belonging to the subcultural group, on the 
other hand, is one of assimilation into the general community. The numbers alone 
of the subcultural group—over two million in England and Wales—would render 
any attempt at segregation impracticable. But the more important consideration is 
that the subcultural group is essentially an integral part of the community as a whole. 
The central theme of this paper is to consider how this process of the assimilation of 
the subcultural group is affected by modern social trends. 

The dull, backward and high-grade feeble-minded children are the younger 
generation of the subcultural group. In the Education Acts of 1944 our legislators 
accepted the principle that these children should be kept in the main stream of the 
general educational system and should not be segregated in special schools. This 
was a wise decision. It is to be hoped, however, that the errors of the past will be 
avoided. In the past this group of children has been neglected in our educational 
system. One indication of this is that the educational retardation of these children 
is, On an average, almost twice as much as their mental retardation. Thus if a child 
of 12 has a mental age of 10 his educational attainments are usually found to be 
only those of a normal child of 8. This neglect of retarded children results in 
thousands of these children leaving our schools each year with feelings of inferiority 
and frustration deeply imbedded. What fertile soil for neuroses and anti-social 
behaviour! In the education of retarded children emphasis should be placed not 
on the scholastic but on the social aspect. Our present elementary and secondary 
educational system has one serious failing—its detachment from the home. The 
problem of the subcultural group is largely a family problem. Teachers and parents 
should not be strangers to each other. To ensure continuous co-operation between 
home and school, the services of social workers are essential. 


SOCIAL MEDICINE AND THE PROBLEMS OF THE SUBCULTURAL GROUP 


From the standpoint of Social Medicine the subcultural group presents larg° 
and more difficult problems than the mentally defective. Chronic social probler 
such as pauperism, slumdom, and high infantile mortality are associated, not : 
much with the 300,000 mental defectives in England and Wales, but with the tv 
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million comprised in the subcultural group. Social Medicine, still in its infancy, is 
chiefly concerned at present with environmental factors—bad housing, unhygienic 
conditions in factories and mines, &c. Sooner or later, with such problems a hard 
core or residuum is reached which cannot be resolved by methods hitherto successful. 
It is when Social Medicine comes to deal with these residual hard cores that it 
realises the importance of the subcultural group. 

One of the chief trends of modern times is the rapid expansion of the Social 
Services. The success and future development of these services will depend largely 
upon how the public use them. One danger is, that a relatively small section of the 
population may make an unduly large demand upon the Social Services. The view 
that such a group does exist, has been put forward in the conception of the “Social 
Problem Group”. Probably the number of individuals and families—and it is 
essentially a family problem—included in this group is very small, certainly only 
a small minority of the subcultural group. The smaller the number the easier 
it should be to devise efficient measures for dealing with them. Unless such measures 
are adopted the Social Problem Group will do much to impair the general efficiency 
of our Social Services, and to retard their development in such a way that the large 
mass of the population can derive the maximum benefit from these services. 


URBANIZATION AND SOCIAL DISINTEGRATION 


The great outstanding change in this country during the last century has been 
the transfer of the population from the countryside to the towns. A hundred years 
ago three-fourths of the population of the British Isles lived in rural areas. To-day, 
this proportion lives in towns. Lewis Mumford in his book on “The Culture of 
Cities” has written an eloquent indictment of modern urbanization. In this paper, 
we are concerned with the problem of how this trend towards urbanization affects 
the assimilation of the subcultural group. 

From the economic standpoint urbanization has probably improved the lot of 
those members of the general community who have poor intelligence. In every 
factory and other large industrial works there are many mechanical and simple 
processes well within the capacity of such persons. Group and team work that 
requires little initiative does not expose the limitations of the person of low 
intelligence. Therefore there are grounds for maintaining that urbanization has made 
it easier to assimilate the subcultural group into the general economic system of 
our country. 

From the genetic standpoint also, urbanization has certain advantages. It has 
probably reduced the amount of inbreeding amongst families of poor stock, 
physically and mentally. The results obtained by giving ““Group Mental Tests” to 
large numbers of school children in urban and rural areas, indicate that there is 
little difference in the average level of intelligence of urban and rural children. 
Amongst the rural children there is more scatter of the scores; the incidence of mental 
deficiency and backwardness is higher in rural areas, as also is the proportion 
of brilliant children. Urbanization tends to produce standardized intellectual 
mediocrity; and in the future we shall have to look to the countryside for our 
geniuses. 

The new science of Social Psychology is making some valuable contributions 
upon the social organization of our large towns. One novel feature in the organiza- 
tion of the modern town is that of “stratification”. This process results in a grouping 
very different from that of the social classes of the Victorian era. The concept of 
social class implies a subjective feeling of group interest and of group membership. 
Stratification, on the other hand, is objective, and in the earlier stages, at any rate, 
is determined by economic, educational and cultural factors. Stratification is by 
ro means simply the grouping of the “haves” and the “have nots’. Some foreign 
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sociologists maintain that the process of stratification in their large towns has gone 
so far as to produce bi-polarized communities, in which the large majority cf the 
inhabitants belong to one or other of two antagonistic groups whose view-points 
are irreconcilable. The attitude of these two groups to economic, cultural and moral 
issues are completely opposed. 

The great contrast between the social life in rural and urban communities is in 
the degree of cohesiveness. In the country districts family bonds are strong, and the 
people know one another intimately, and usually are keenly interested in local 
affairs. The social life of our large towns is very different. The attitude of the 
average Londoner towards the people he meets every day can be appropriately 
described as mildly paranoidal. Neighbourliness is a lost art in our large towns, 
People live thirty or more years in the same house without taking the slightest 
interest in local affairs. If one may be pardoned a double literary lapse into paradox 
and hyperbole, the population of a dormitory suburb may be described as an 
amorphous agglomeration of unsociables. 

The lack of cohesiveness in the social life of our large towns presents special 
problems to the psychiatrist. One of these is the assimilation of the subcultural 
group into the general life of the community, which process is rendered much more 
difficult. There is a real danger in our large towns that the subcultural group will 
remain outside the general stream of community life. This will result in their 
segregation in certain districts and these sooner or later will present all the features 
of slumdom. The assimilation of the subcultural group need not prove a difficult 
problem in the smaller urban districts with a population of fifty thousand or less, 
especially where a high degree of cohesiveness is ensured by the dominance of a 
single industry such as coal mining, steel producing, or cotton or woollen weaving. 

The decline in the social activities and interests of large numbers who live in our 
big towns or cities is a matter of some importance to the psychiatrist in the treatment 
of patients who suffer from psychosis or neurosis. The goal of mental therapy is to 
produce a well-integrated and fully developed personality. Even the best and most 
harmonious home environment cannot of itself produce this complete personality. 
Social activities outside the home are essential. We all know of instances of neurosis 
that can be attributed partly, if not wholly, to emotional stress or conflict in the 
home. In many of these cases the patient would probably have been able to cope 
with the home situation had he cultivated social activities outside the home. This 
seems to be a problem that relates particularly to patients who have reached middle 
age; younger people usually have social interests at their various clubs. The emphasis 
placed upon group activities for convalescing patients in our mental hospitals is an 
encouraging sign. There are, however, still many cases who fail to become properly 
rehabilitated when they return to the general community because there are so few 
facilities in many large towns for any social life outside the home. 

Urbanization appears to be an inevitable concomitant of modern civilization; but 
the disintegration of social life in our large towns is inimical to political and cultural 
progress. Unfortunately, the mass entertainments of cinemas, wireless and sports 
aggravate this tendency to social disintegration. Never was there an age when there 
were so many record crowds. But a crowd is the antithesis of the real social group, 
where men and women meet in small numbers to discuss and exchange views on 
politics, local administration, education, music and other cultural subjects. These 
discussions enable men and women to understand one another’s views, and even 
if agreement is not reached, some common line of action on practical affairs is 
adopted. The decline of such groups in our large towns during the last few decades 
causes much concern to all social workers. It is no exaggeration to state that thie 
future of democracy depends largely upon a greater measure of social cohesivene*s 
in our large towns. 









Sec 














gone 
f the 
oints 
10ral 


is in 
1 the 
local 
” the 
ately 
wns, 
itest 
idox 
> an 


cial 
ural 
10re 
will 
heir 
res 
cult 
ess, 
fa 
ing. 
our 
ent 
3 to 
ost 
ity. 

SIs 
the 

ype 

his 

dle 


ut 
ral 








Proceedings of the Royal Society of Medicine 


Section of Obstetrics and Gynecology 
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[October 20, 1950] 


DISCUSSION ON NEW IDEAS ABOUT THE DIAGNOSIS AND 
TREATMENT OF PLACENTA PRAVIA 


Mr. John Stallworthy: In the discussion which followed the presentation of Professor 
Macafee’s paper to the Section in 1945 we drew attention to some of the problems peculiar 
to the posterior placenta previa. These were problems which at that time we had been 
studying for some years and to the study of which we returned with renewed interest. 
During the last three and a half years we have been fortunate in having associated with 
us Dr. F. Reid of the Department of Radiology of the Oxford United Hospitals. Dr. 
Reid’s work (1949) on soft tissue placentography is based on two main principles : the 
first is that by using an aluminium filter he obtains a much clearer definition of the placenta 
than has hitherto been possible. The second is that by taking advantage of the effect of 
gravity in posturing the patient, valuable indirect evidence can be obtained of the site of 
a placenta previa. We had planned a joint study of placental determination using radio- 
active isotopes but on returning from America I find Mr. J. C. McClure Browne has already 
commenced exploring this field. We congratulate him and wish him well in his further 
studies. ! 

The following scale drawings oi lateral pelvic films demonstrate Dr. Reid’s second 
principle and other points of importance to the discussion. 

Fig. 1 illustrates the relationship between the cervix, fornix and pelvic brim in a 
primigravida with the head engaging at term. Clips were attached to the cervix and the 
lateral fornix. The distance from the external os to the sacral promontory in this case was 
10 cm. and in an analysis of fifteen other lateral films Reid found the average distance 
was 7*l cm. If we accept Marshall’s belief that at this stage of pregnancy the lower 
segment is at the level of the pelvic brim, it follows that a placenta may be attached to the 
lower segment and still be 7-10 cm. from the examining finger as it passes through the os. 
This undoubtedly explains why in so many cases of antepartum hemorrhage, believed to 
be due to placenta previa, the placenta is not detected on vaginal examination. As will 
be shown later it may still be a major cause of trouble even though not within easy reach 
of the examining finger. 

Fig. 2 indicates what happens to the head when it is not engaged and the patient is 
suitably postured to make use of the effect of gravity. With the patient erect the head may 
be displaced forward as in Fig. 2a, suggesting the presence of a soft tissue swelling causing 
forward displacement. I have seen an identical film caused by a posterior wall fibroid, 
and many similar ones caused by posterior placenta. If no such cause is present the fact is 
revealed when the patient is tipped to an angle of 60 degrees and a second lateral picture 
is taken (Fig. 2b). This is what Reid refers to as the semi-erect position. It is seen that 
the head now rests back on the sacral promontory. 

Forward displacement of the presenting part is a characteristic clinical sign of a posterior 
placenta previa. The displacement persists when the patient is in the semi-erect position 
and is due to the placenta lying over the sacral promontory and reducing the effective 
conjugate. 

Dr. Reid and Mr. McClure Browne presented papers on these subjects at a joint meeting of the 
Section of Obstetrics and Gynecology with the Section of Radiology on February 16, 1951. These 
papers will appear in the Proceedings. 

FEB.—OBSTET. 1 
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Fic. 1.—Normal placental site. Head-brim relationship with patient erect and head engaging. 
(Scale marked in cm.) 
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Fic. 2.—Normal placental site. Exclusion of posterior placenta previa. Head-brim relationship— 
lateral film. (a) Patient erect; (b) semi-erect. 
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The practical importance of the posterior placenta, when it is low-lying, is well illustrated 
by Fis. 3. This is a scale drawing from a film obtained in the following way. The patient 
was suspected in the antenatal clinic of having a posterior placenta previa because of 
marked forward displacement of the head. There had been no hemorrhage. Dr. Reid 
outlined the placenta by soft tissue radiography and confirmed the diagnosis. At the 36th 
week the displacement persisted and the patient was examined in the operating theatre. 
The piacenta could only just be tipped high on the posterior wall ; it was a type 1 placenta 
previa, or a low-lying placenta by the American classification. The important clinical 
point, however, was that the head could not be made to enter the brim. For that reason 
Cesarean section was performed. When the lower segment was exposed, but before it 
was opened, pyelosil was injected into the amniotic cavity and a lateral film was taken. 
It showed the foetal displacement and a negative shadow due to placental tissue between 
the promontory and the opaque liquor. Immediately the infant was delivered the placenta 
was injected with pyelosil. Two important points should be noted. The placenta, though 
high on the posterior wall, involves almost one-third of the conjugate, and the cord arises 
from the lower placental margin. In this position it was liable to be compressed between 
the foetal head and the promontory. It should be noted that the placenta is not thin. 
In fact, from our studies of this particular point, we are not convinced that a placenta 
previa is more prone than a normally situated one to changes in shape. 


With the accepted classifications of placenta previa type 1 is considered of little 
importance, to be treated simply by rupture of the membranes. Because of the serious 
consequences this treatment could have for both mother and babe we have sought to 
emphasize its dangers by referring to the low-lying posterior placenta previa as the 
“Dangerous Placenta’ (Stallworthy, 1951). I realize, of course, that all placente—even 
normal ones—can be dangerous. It is the present classifications with their implications as 
to investigation and treatment which are more dangerous than the placentze themselves. 


We will now consider briefly the clinical applications of the points we have discussed. 


(1) It is possible to diagnose placenta previa early in the last trimester before hemorrhage 
occurs. By paying more attention to malpresentations, and high and unstable presenting 
parts, the condition can be suspected, and if the suspicion warrants it the diagnosis can 
be confirmed or disproved radiologically without vaginal interference. 28 of our patients, 
or 16°5% of the series studied, were admitted to hospital before any hemorrhage had 
occurred, and it is my opinion that the percentage diagnosed in this way should be even 
higher. The implications of this early diagnosis and its effect in reducing maternal and 
foetal mortality will be apparent to all. In a consecutive series of 170 patients with placenta 
previa, 20 had an oblique or transverse lie, 15 had a breech presentation, and 20 had a 
vertex so high and unstable that the provisional diagnosis of placenta previa was recorded 
on the admission slip. There were in all 35 malpresentations of major degree, an incidence 
of 20°. When the correct attitude of mind prevails in the antenatal clinic the possible 
significance of these findings during the early weeks of the last trimester is not forgotten. 


Although the normally situated placenta is found approximately equally on the anterior 
and posterior walls of the uterus (Dippel and Brown, 1940; Stander, 1942; Torpin and 
Holmes, 1943; Reid, 1949) the same does not apply to the placenta previa which causes 
clinical symptoms. It should be remembered that all placente previz do not cause symptoms. 
In a series of 170 consecutive cases in which the exact site of the placenta was recorded it 
was central in 29%, posterior in 50%, and anterior in 21°%. If the central or total placenta 
previa is excluded this means that the posterior placenta was responsible for trouble in 
70°% of the remainder. In other words if the placenta is previa on the anterior wall there 
is less than half the chance that it will cause clinical difficulty than if it is posteriorly situated. 
This point is of some significance when a patient is admitted to hospital for observation 
before hemorrhage occurs, and before the foetus is viable. Radiography can be a useful 
asset in the selection of cases for expectant treatment. It can also exclude those cases of 
ante-partum hemorrhage thought to be due to placenta previa, but in which the placenta 
is Shown by X-ray to be normally sited. In the past eighteen months 25 of these patients 
have been discharged from my Department undelivered, and without vaginal examination, 
on the receipt of the radiological report of a normally situated placenta. In none of these 
has the subsequent clinical behaviour of the patient challenged the wisdom of this action. 
The importance of this procedure in avoiding wastage of hospital beds in association with 
the so-called expectant treatment of placenta previa will be apparent. 

Two further practical points which arise in connexion with the posterior placenta concern 
treatment. The first is the danger to the foetus of a low placental origin to the cord. 13 of 
4 foetal deaths recorded by Macafee (1949) were due to this. The condition can often be 
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diagnosed in time to save the foetus. If the placenta is known to be posterior this hazard 
should be kept in mind, and tested for as the foetal head enters the brim, either curing 
labour or during manipulations to see if it can be made to engage. If foetal distress results 
oxygen is given and section performed. In the last 100 patients with placenta previa dealt 
with in my Department a cord of low origin was correctly diagnosed four times and 
section produced 4 living infants with confirmation of the diagnosis in each case. 


The second point concerns the method of delivery when the time comes for this to be 
determined. The old practice of version and plugging the placental site with the half 
breech was beloved of midwives. When it is ridiculed today the fact should not be forgotten 
that the reason it was beloved was because it provided an effective means of controlling 
hemorrhage. The mother’s life was saved at the expense of the babe’s. It is true this is no 
longer necessary, but it is most important to remember that the principle still applies that 
vaginal delivery is safe only when the presenting part can act as an effective hemostat. 
It cannot do this when it is above the brim—it can and will do it when it enters the pelvis. 
We have shown from actual case studies that with a posterior placenta previa the placenta 
may be out of reach of all but the most expert fingers and yet prevent engagement of the 
presenting part. It is, therefore, not the relation of the placenta to the internal os which 
matters, but the relationship of the presenting part to the brim of the pelvis. If it is already 
engaged and the feetal heart is unaffected a vaginal delivery is indicated. If it can be made 
to enter the brim without disturbing the foetal heart, rupture of the membranes is the 
procedure of choice; but if it cannot be made to engage by abdominal or by combined 
abdominal and vaginal manipulation then section is the safest treatment. For some years 
this has been our guide to treatment and I conclude with a brief summary of results. 


SUMMARY OF RESULTS 

The total number of cases treated by our team from January 1941 to September 1950 
is 250. There was one maternal death: A woman with a central placenta previa and an 
extensive nasopharyngeal carcinoma involving the base of the skull and invading the sella 
turcica had a lower segment section performed by my colleague, Mr. Hawksworth. After 
a surprisingly smooth recovery she was transferred to the Ear, Nose and Throat Department 
for treatment of her cancer. Several days later she died from an acute respiratory obstruction. 
Autopsy cleared the obstetrical condition of any responsibility, but as death occurred 
within twenty-one days of delivery the case is recorded in the series. 


The uncorrected combined foetal wastage—stillbirth and neonatal—is 18%, and in the 
last 100 cases ending in June 1950 with 102 deliveries it was 13-7%. So far this year 26 
patients with placenta previa have been treated in our department with 2 foetal deaths. 
Both were stillborn grossly deformed infants. 


Section was performed in 40° of the whole series and the lower segment technique was 
used in 87°% of the operations. 


In conclusion, our aim in the treatment of placenta previa is ‘‘No maternal deaths and 
a foetal wastage of less than 10%’. We believe this ideal can be achieved, but only if the 
problems peculiar to the posterior placenta are appreciated. 
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Professor C. H. G. Macafee: When my first series of cases of placenta previa was published 
in August 1945 I made the following statement: ‘“‘Cases of type 2 situated on the anterior 
uterine wall can usually be treated by artificial rupture of the membranes. On the other 
hand, a type 2 situated posteriorly is more safely dealt with by cesarean section” 
(J. Obstet. Gynec., 52, 313). 

When in 1945 I opened the discussion on placenta previa (Proc. R. Soc. Med., 39, 55') 
I reiterated this statement and Mr. Stallworthy supported my contention. My reason for 
believing this to be so was on account of the danger of prolapsed cord and excessive los: 
during labour. The mechanical aspect of the posteriorly situated placenta also played ° 
part but not to the extent stressed by Stallworthy. 











I 
the 
rep 
pro 


or, 
side 
ide: 
im} 


Zard 
ring 
sults 
lealt 
and 


) be 
half 
tten 
ling 
no 
that 
tat. 
Vis. 
nta 
the 
ich 
idy 
ide 
the 
1ed 
ars 


an 
lla 
‘er 
nt 
n. 


1e 
6 


1S 











5 Section of Obstetrics and Gynecology 125 


In the five years 1944-48, 341 cases of antepartum hemorrhage have been admitted to 
the Royal Maternity Hospital, Belfast. Of these 108 were cases of placenta previa 
representing 31-7% of all cases of antepartum hemorrhage. This is a somewhat lower 
proportion than Stallworthy’s but this may be accounted for by the fact that he evidently 
does not admit any cases where the hemorrhage can be proved to be due to local causes 
or, I would gather, any cases where uterine hemorrhage has occurred but where he con- 
sidered that clinically and radiologically a placenta previa was not responsible. If this 
ideal can be secured then accurate radiological diagnosis of the placental site is most 
important from practical, psychological and economic aspects. 


TABLE I.—341 Cases ANTEPARTUM HAMORRHAGE 


Antepartum hemorrhage of doubtful origin .. c- Se 
Placenta previa a “ oe oe a 108 
Toxic accidental hemorrhage ne ai oe a 83 
Hemorrhage from local causes .. a ée s 18 


The number of these cases requiring hospitalization for more than one week prior to 
active treatment was 146, and of these 55 were cases of placenta previa. 


Mr. Stallworthy has rightly stressed the importance of the early diagnosis of placenta 
previa. But I do not agree with him in depending so much on radiological methods. 
I believe that where a placenta previa is already suspected either before or after hemorrhage 
has occurred the diagnosis by clinical methods, excluding vaginal examination, can be as 
accurate and more generally applicable than soft tissue radiography. It is possible by 
abdominal palpation to suspect a placenta previa before hemorrhage occurs, and after 
this has occurred it is relatively easy to decide whether the placenta lies in front or behind 
without making a vaginal examination. This differentiation is made easier on account of 
the fact that the majority of placente previz are situated posteriorly. 


In Stallworthy’s series 79° were either posterior or central and I think he would agree 
with me that most cases of fourth degree placenta previa have a very extensive posterior 
attachment to the upper uterine segment. In 73 consecutive cases of placenta previa dealt 
with in the Royal Maternity Hospital the placenta was situated posteriorly on 46 occasions, 
or 63°. The level of the presenting part in relation to the pelvic brim gives an indication 
of the amount of placenta in the lower uterine segment. 


I am not in a position to question the radiographic aspect of this problem, but I would 
make an appeal for the retention of our clinical faculties, and that radiographic assistance 
should only be sought to confirm what we already suspect and our treatment—as in X-ray 
pelvimetry—should be guided largely by our clinical findings and judgment, as these must 
take first place for many years even when skilled radiologists are available in every maternity 
unit. 

Stallworthy’s argument is that soft tissue radiography will save needless occupation of 
antenatal beds, but the same thing applies to the skilled application of observable clinical 
details. ; 


TABLE II 
Total number of cases treated expectantly for at least one week in hospital .. ee 146 

Placenta previa o~ 7 as e rv - “ - 55 

Degree I aaa és ~o aa a aie “ 8 

Degrees II, II, IV .. me $0 ea i os 47 
Hemorrhage of doubtful origin .. nu “er on os om 54 
Toxic accidental hemorrhage .... oe “~ i on mm 22 
Hemorrhage from local causes .. ow - — oe re 15 


I have stated that 55 cases of placenta previa were admitted to the Royal Maternity 
Hospital, Belfast, for conservative treatment extending over a period of more than one 
week. On analysing these cases it was found that 47 fell into degrees II, 1Il or IV, and 8 
cases were of the first degree. This means that during 2 period of five years an average of 
1i cases per annum had required expectant treatment, and that in only 8 cases in the five 
years had this expectant treatment been carried out in cases with a minor degree of placenta 
previa. I do not believe that any of these cases occupied a bed unnecessarily and surely 
1\ cases per annum should not tax the resources of any antenatal department. 
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The admission of these cases depended on clinical findings alone and no attemp' was 
made to localize the placenta by radiographic methods. Could any of these admissions have 
been avoided by soft tissue radiography or would the findings be any more accurate? 


Where soft tissue radiography should play an important part is in helping one to cecide 
what to do with the patient who has had an antepartum hemorrhage without any obvious 
clinical finding to account for the bleeding. 


In my series there were 54 such cases. Admittedly in 33 cases the hemorrhage occurred 
between 37 and 40 weeks and for this reason no active measures were considered necessary 
and the patient was retained in hospital. 2 of these cases were kept in hospital for ten weeks 
or more. They were unusual in that they had recurrent hemorrhages—in one patient on 
every occasion she was presented to a class of students—and yet even after delivery there 
was no obvious cause to be found. Some cases were associated with circumvallate placente. 


In a certain number of these cases the hemorrhage was probably due to a low-lying 
placenta and notes have been made that inspection of the placenta after delivery made it 
almost certain that the antepartum hemorrhage was due to placenta previa. These cases 
are not included in the placenta previa group. 


While [ am not in a position to question the radiographic aspect of this problem, I should 
like to discuss Dr. Reid’s paper in the Journal of Radiology (1949, 22, 81) from the clinical 
aspect: in Table I on the localization of the placental site, in 7, or 50%, of the cases the 
confirmation of the diagnosis depends on the examination of the placenta and membranes 
after a spontaneous delivery. If this criterion is to be taken then a low-lying placenta is 
relatively common. Many cases are seen by clinicians where the rupture in the bag of 
membranes is close to the edge of the placenta. In such cases little or no antepartum, or 
only slight intrapartum hemorrhage may occur. In addition, if the explanation given by 
Christie Brown and O'Sullivan (1942, J. Obstet. Gynec., 49, 646) for the Matthews Duncan 
method of separation is the true one, and I believe it is, then one would be quite justified 
in including all cases expelled in this manner under the heading of “low-lying placenta”. 
Carried to its logical conclusion placenta previa would then become comparatively common 
and we reduce the maternal and foetal mortality to the level we desire. 


One has to admit that insisting on the criterion of seeing or feeling the placenta in the 
lower segment tends to show a larger proportion of the graver forms, namely, third and 
fourth degrees. Kerr and Moir have voiced this criticism in their recent volume of Operative 
Obstetrics. 


In the 108 cases mentioned above the distribution in the various degrees is shown in 
Table ITT. 


TABLE III.—DEGREES OF PLACENTA PRAVIA IN 108 CASES 


I II Il IV 
25 27 29 


- 


The only justification for the retention of this criterion would be if the results compared 
favourably with a group of cases where the diagnosis has depended largely on radiographic 
methods, and this is possible as a result of Stallworthy’s contribution to this Discussion. 


In his series of 250 cases the uncorrected fcetal loss was 18°%, in the group of 170 it was 
20% and in the last 100 consecutive cases it was 14°%%. In the 108 cases admitted to the 
Royal Maternity Hospital diagnosed by clinical methods, including vaginal examination, 
and treated accordingly the uncorrected foetal wastage was 9 stillbirths and 6 neonztal 
deaths, 15 cases in all or 14°%, exactly the same as Stallworthy’s last 100 cases. 


There was one maternal death due to an incompatible blood transfusion. The paticnt 
concealed relevant and important details and by mistake was given Rh positive blond, 
dying some days later from suppression of urine. 


I believe that Stallworthy has exaggerated the mechanical effects of the posterior placen a, 
particularly in multipare, but the low implantation of the umbilical cord is a real aid 
dangerous complication. A low implantation can be recognized by the alteration in ‘ic 
foetal heart-rate which follows the occurrence of hemorrhage, and also by the meth 
mentioned by Stallworthy. 


TI do not entirely agree with Stallworthy when he states that it is of much greater importar 
to know where the presenting part is in relation to the brim than where the placenta is 
relation to the os, but these two facts are closely related and interdependent. 
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[ believe he will be wrong in a certain number of cases if he omits making a vaginal 
examination when soft tissue radiography suggests a low-lying placenta. If excessive 


bleedi ig is produced by a vaginal examination this, as a rule, has been too vigorous and 
usually means an inexperienced operator. I have always maintained that these cases should 
only be dealt with by experienced obstetricians and no vaginal examination should be 
made except in the best possible circumstances. 

If these principles are observed the risk to both mother and baby is minimal and many 
unnecessary Czesarean sections will be avoided. 


In the series of 108 cases mentioned the methods of delivery were as follows: 


TABLE IV.—108 CASES 





A.R.M. and spontaneous or forceps Cesarean 
delivery section 
50 58 


This shows a Cesarean section rate of 53-7°4, whereas the Cesarean section rate in the 


series of 275 cases published in 1949 was 44-7°%. 

In the 55 cases treated expectantly 33 or 60°% were treated by Cesarean section with 
6 stillbirths or neonatal deaths, a death-rate of 10-°9%. This high Cesarean section rate 
can be explained by the high proportion of the more severe degrees and the fact that 
prolonged expectant treatment undoubtedly loads the dice in favour of Cesarean section 
as one is most anxious to ensure that the baby is alive. 


[ repeat what } said in 1945, namely, that good results in dealing with placenta previa 
depend not upon any one individual, but upon close co-operation between many essential 
individuals. The radiologist has been an important factor in the treatment of these cases 
from one aspect and as his technique develops may fulfil another essential role. Until this 
is perfected do not let us lose the faculty of arriving at clinical decisions by clinical methods. 


Mr. C. McIntosh Marshall: The following table shows the number of cases of placenta 
previa in the Liverpool Maternity Hospital for the years 1926-34. 


TABLE I.—PLACENTA PRAVIA. LivERPOOL MATERNITY HospPiTAL (1926-34) 


Total number of cases. . i ey — sa =i me EP 306 
Maternal deaths : wi 19 
Multigravide 16 
3 


Primigravide 


These 16 multigravide had had a total of 93 pregnancies and, so far as could be 
ascertained from the case records, by their deaths some 70 children were left motherless. 
A thing that must have impressed many in those days was that a large number of these 
women were comparatively fit on admission and that it was only when investigations began 
which were completed by certain lines of treatment, that gross deterioration quickly ensued. 








TABLE II 
Treatment No.ofcases Deaths Mortality % 
Version se 1 89 11 12-3 
Puncture of membranes or no treatment 107 6 5-6 
36 2 5°5 


Willett’s forceps ; 
Leg brought down a i “i 17 0 0 
Czsarean section (mainly classical) .. 57 0 0 


Even at that time and when the majority of sections were “classical’’ the maternal 
mortality of abdominal delivery was nil. As section was reserved for the more severe 
grees of placenta previa a woman was on the whole lucky if she presented with the truly 
ntral type. 

In Table If I have taken the last nine years and nine months, for it was only in 1941 that 
s!ood first became readily available in large quantities. 


o 
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TABLE III.—PLACENTA Pré&viA (1941-50) 


No. of cases Feetal mortality 


Cesarean section = ~~ a oe 176 25 
Version, &c. .. ree ce eas ss 23 16 
Puncture of membranes and no treatment .. $1 4 

Totals 250 45 


The total foetal mortality is therefore 18%; Casarean section foetal mortality 14%. 
There was one maternal death—rupture of the uterus as a result of internal version. The 
incidence of section was 70°% (50% in 1937) and the lower segment operation was used in 
all but one case. By a careful study of the case records and viewing the matter in retrospect 
and without undue bias I can claim that the management of this condition has in the main 
followed the principles which I urged in 1938—when I wrote one of the most widely mis- 
read chapters in obstetric literature [1]. Rightly or wrongly the lower segment operation 
has been favoured; the condition of.the patient and other factors have weighed as much as 
or even more in the selection of treatment than the actual degree of placenta previa; the 
condition of the ‘nfant (alive, dead, premature or malformed) has rarely been allowed to 
influence the type of treatment chosen; and finally, 65% of these patients subjected to 
abdominal delivery had no preliminary diagnosis by digital palpation of the placenta per os. 
I urged, however, the immediate treatment of these patients and still believe it to have been 
right in that year, when, generally speaking, not more than 500 ml. of blood were available 
for any patient in need. Now, of course, we have learned from the pioneer, and, I believe, 
the unequalled contribution of Macafee to this subject that in many of our patients we may 
safely defer intervention with great and lasting advantages to the foetal survival rate. 


Once again from reference to the case records it would seem that the following briefly 
sets out the principles underlying treatment in the Liverpool Maternity Hospital: 


(1) Near term, vaginal bleeding: Cesarean section without per os diagnosis if history and 
abdominal findings strongly suggest placenta previa. 


(2) Prematurity, bleeding, but bleeding ceases: Expectant treatment and all it entails 
(radiological confirmation, blood replacement, &c.). 


(3) Patient in labour, bleeding: Vaginal examination unless history and abdominal 
signs are strongly presumptive of placenta previa. 


(4) Three courses only are followed: (a) Normal delivery with no vaginal interference. 
(b) Artificial rupture of membranes. (c) Lower segment Cesarean section. 


(5) In coming to a decision as to which of the above courses should be permitted, the 
condition of the child (prematurity, malformations, foetal distress, death) is not considered. 


Expectant treatment is ended— 


A. When labour supervenes: (1) Abdominal signs still strongly suggestive: Czsarean 
section without confirmatory per os diagnosis. (2) Presenting part now fixed or entered 
pelvis: Labour allowed to proceed with or without vaginal examination dependent on 
bleeding or not (many type 1 and even 2 are therefore never recorded). 


B. Absence of labour: (1) No bleeding but foetus now certainly viable (37-38 weeks): 
If “‘diagnosis” is clear—Czsarean section. (2) Repeated bleedings, mother in danger despite 
proximity to blood, operating theatre, &c.—Czsarean section. 


Of course there are exceptions to this general routine and as already said 35% of those 
patients delivered abdominally did have the diagnosis confirmed by digital examination per vs. 


Returning to the diagnosis of placenta previa: I have for many years stood firmly by the 
thesis that, while not ignoring and indeed almost always employing radiological support, 
most of those cases of placenta previa which are best delivered by Cesarean section (i.e. 
the grosser degrees) can be diagnosed with practical certainty from the history and abdomi,al 
signs alone. (I have never said from the history alone—though Clayton accuses me of 
this [2].) And from what Professor Macafee has said here, or has previously written, and 
from the beautiful radiographic tracings produced by Mr. Stallworthy, particularly wi'h 
regard to posterior wall placenta previa, I find a lot of direct though perhaps unintention.! 
support for my attitude. Indeed I am not entirely taken by surprise by anything that has so 
far emerged. In his early and truly epoch-making work on the pathological anatomy »f 








plac 
piect 
whic 
und 
writ 
plac 
vert 
four 
ina 
whe’ 
he Vv 
diag 


wall 
outs 
plac 
dipy 
dyst 
a fla 
lons 


sig 
unt 
hy« 
the 
on 
ver 
pol 
det 
ins 
ple 


the 


Ste 
log 








4%, 
d in 
pect 
lain 
mis- 
tion 
h as 
the 
1 to 
l to 


een 
ible 
ve, 
nay 











Section of Obstetrics and Gynecology 129 


place previa Macafee overlooked only one thing—that placenta previa itself was a 
piece anatomy and from its abnormal situation was bound to displace other things 
whic! rmally would occupy that region, viz. the presenting part. But by 1949 he was 
under. ing a tergiversation and was at least in the middle of his acrobatic act for he could 
write. On abdominal palpation the level of the presenting part varies with the degree of 
place previa and the period of gestation. In a minor degree (say first or second) the 
vertex -an be pushed into the brim of the pelvis, while in the more severe degree (third or 
fourth, the head lies above the symphysis pubis or may lie in one or other iliac fossa even 
in a primigravida. The ease with which the presenting part can be felt is an indication as to 
whether the placenta lies anteriorly or posteriorly” [3]. In another lustrum I am sure 
he wil! then confess that he has seen so many patients with placenta previa that he can 
diagnose the severer degrees from a study of the abdomen alone. 


With all Mr. Stallworthy has said, and particularly with his remarks about the posterior 
wall placenta, I could not more ardently agree. His presentation here contributes an 
outstanding addition to the solution of the diagnostic problems presented by patients with 
placenta praevia. Not only does the placenta in this position prevent a segment of the head 
dipping below the superior pelvic strait but in labour it may be the cause of considerable 
dystocia and even premature infants may be born with moulding suggesting birth through 
a flattened pelvis. Of the importance of the lateral radiograph in the vertical position I have 
long been aware, and in Dublin in 1943 I said and illustrated (Fig. 1) the following: ““These 








4 
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Fic. 1.—High presenting part displaced forwards. Often seen in profile. Great distance 
between head and promontory is easily demonstrated by lateral radiography. 














signs are major or minor displacements of the presenting part, true malpresentations, 
unusually high position of the head or presenting part in the absence of pelvic contraction, 
hydrocephalus or tumour in the pouch of Douglas, and marked forward displacement when 
the placenta is on the posterior wall of the lower segment. This latter-is easily demonstrated 
on the lateral radiograph which shows a great increase in the space between the head and the 
verte>ral column. On the other hand, when the placenta is on the anterior wall the lower 
pole is often felt so indistinctly that diagnosis of the presentation can be made only by 
determining accurately the nature of the part found in the fundus. I have seen several 
instances where this diagnostic difficulty has enabled us to say with certainty that the 
plac.nta was mainly on the anterior wall of the lower segment” [4). 


I :1ink I may assume at least that however Mr. Stallworthy finally reaches his diagnosis 
ther’ are many occasions upon which he does so without feeling the placenta per os. 
Furt er as far as I understand it the chief difference in the stand we take is this: Mr. 
Stall vorthy says that he can diagnose posterior wall placenta previa from certain radio- 
logic 1 signs, while his very pictures show that its presence can also be deduced clinically 

Fi) :.—Opster. 2 
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by abdominal examination; I, on the other hand, stress the abdominal examination ‘ut at 
the same time admit that these signs can be detected and should be recorded radiolog ‘cally. 
I still believe that where the diagnosis is clear beyond all reasonable doubt diagnosis yer os 
should be omitted and the patient often saved an unnecessary loss of blood. This te«ching 
and example over the years by others as well as myself in the Liverpool Maternity Hospital 
has resulted in the patients in our locality being admitted to hospital with mucli less 
preliminary interference than was formerly the case. From this, however, it must not be 
thought that either my colleagues or I have little use for radiological diagnosis. Indeed in 
all cases in which intervention can be delayed radiographic investigations (soft tissue and 
cystographic) are carried out and their results have proved of the very greatest value. Any 
differences then which may exist between the previous speakers and myself are really 
inconsiderable. In diagnosis, to my way of thinking, there is simply a shift of emphasis; 
in treatment they have made sure but steady progress for their section rate is now 
approximately 50%, a figure we had reached in 1937. But we too have considerable 
leeway to make up if we are to overtake some American institutes where the figure is nearer 
90%. 


But one fact has emerged to-night which must arouse in all a degree of very real pleasure. 
Putting together for a moment only Mr. Stallworthy’s figures and those from Liverpool, 
we have 500 patients covering almost 20 “‘obstetrical’’ years in two maternity units, and 
only two maternal deaths. This should remind us that however important the diagnosis, 
we should continue to strive for the utmost perfection in the technical side of treatment 
for so long as we must resort to our fingers, membrane hooks, sca!pels and anesthesia, so 
long is there likely to be an irreducible but, we must hope, only a minimal maternal 
mortality. 


REFERENCES 
1 MARSHALL, C. Mcl. (1939) Cesarean Section; Lower Segment Operation. Bristol. pp. 142-163. 
2 Crayton, S. G. (1949) Post Grad. med. J., 25, 308. 
3 Macareg, C. H. G. (1949) Post Grad. med. J., 25, 299. 
4 MarsHAL_L, C. MclI. (1944) Irish J. med. Sci., p. 50. 


Mr. W. G. Mills: I am concerned with the possible reduction of foetal and neonatal 
mortality in placenta previa to a minimal figure of below 10%. 


In 1948 I reported (Brit. med. J. (ii), 896) a series of 100 cases treated by the staff of the 
Birmingham Maternity Hospital in little over one year with a gross foetal and neonatal 
mortality of 16°5°%. As expectant treatment had been practised in only 20% it was hoped 
that this mortality figure might be reduced substantially, but this has not been the case. 
Some of the reasons are: 


(1) Too many patients are still admitted to hospital following vaginal examination 
outside, since many practitioners believe that their emergencies will not be accepted unless 
a definite diagnosis can be given. Too often this interference results in either the onset of 
labour or hemorrhage so persistent that expectant treatment is no longer possible. There 
are cases, however, in which the onset of premature labour does not appear to be related 
to interference. 


(2) Cases are not infrequently admitted in the last month with foetal distress or even 
foetal death following a severe hemorrhage. These patients will generally give a history 
of repeated “‘warning”’ attacks of bleeding in the previous weeks, and here the expectant 
treatment has been unwisely carried to excess by the unwary practitioner. 


(3) There appears to be some association between placenta previa and pre-eclamptic 
toxemia. Cases have been seen with toxemic accidental hemorrhage from a low-lying 
placenta, and a recent case of the most severe pre-eclampsia (strangely without albuminuria) 
was found at section at 31 weeks to have a fourth degree placenta previa. 


(4) There will always be a certain number of premature babies delivered by Czsa’2an 
section, and it is the neonatal mortality of these cases that contributes largely to the ‘ tal 
foetal loss. In Birmingham Maternity Hospital there has been a neonatal mortality of « ver 
40% in babies of birth-weight less than 5 lb. delivered by section, and this does not ap* 2ar 
to be altogether dependent upon the type of anesthetic, although spinals and locals | ve 
given better results than Kemithal and curare. If the premature baby delivered by sec on 
could have as good a neonatal prognosis as that delivered per vaginam, the figures or 
placenta previa could be materially improved. 
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Mr. Linton Snaith, Newcastle General Hospital: In general in Newcastle we lean towards 
cons®’ ative treatment of placenta previa especially if the case is premature, but I never- 
theles \ind we have a high Cesarean section rate. I personally prefer lower segment Caesarean 
sectic:. where operation is necessary and we carry out Cesarean section in most cases 
where there is free hemorrhage near term. If bleeding has not been severe, especially in 
multi: avide, I prefer to watch the case but carry out Cesarean section if a fresh loss occurs 
after « few days at rest and if the head does not engage in the brim of the pelvis. We have 
not siudied soft tissue radiography to any great extent. 

One member of the staff of my Department takes a rather more radical view and is 
inclined to terminate immediately, especially in multigravide, by Cesarean section, often 
using the upper segment route, even if the case is premature. 

The maternal mortality over 90 cases was nil but the foetal loss was high, and we lost 
by stillbirths or neonatal deaths 28 out of 91 infants. Excluding cases terminated at less than 
32 wecks of pregnancy, deformed fcetuses and those in which there were no feetal heart sounds. 
on admission, our foetal loss rate was just over 14%. Cesarean sections numbered 65, an 
incidence of 72°. 48 of these were by the lower segment method and here the uncorrected 
foetal loss rate was 13%. In 17 classical Czesarean operations 11 babes were lost and in these 
cases the operations had been preceded usually by examination under anesthesia in the theatre. 
Other methods of treatment included 7 cases of internal or bipolar version, and I must 
confess that I used Willett’s forceps on 3 cases. The types of placenta previa found were in 
general accordance with the figures already quoted, 29 coming into the category of type 4 
and 24 into type 3. The foetal loss rate was highest in type 3. 

I am sorry to have to say that in my area we do not find much improvement in the 
attitude of the practitioners towards antepartum hemorrhage. We still get many cases 
admitted with the statement that vaginal examination was made and placenta felt. In 
some cases it has been clot in the lower segment following accidental hemorrhage. Repeated 
advice as to the dangers of examining outside hospital produces no improvement. 

I have had the experience of producing severe hemorrhage by examination in the theatre 
on more than one occasion. In one case the babe was delivered within ten minutes of 
making the examination but the patient had lost over two pints in the interval. Therefore 
[ would say that, in general, I am against examination by the vaginal route and I only 
carry out this procedure in those cases in which I am fairly satisfied, on the history and 
from the abdominal examination, that the case is in fact not one of placenta previa. Under 
those conditions, when there has been a period of stay in hospital without further loss, [ am 
prepared to examine with a view to rupturing membranes or to sending the patient home. 


Professor J. Chassar Moir: In time gone by it was customary to treat cases of placenta 
previa the moment the condition was diagnosed. This led to needless intervention, often 
at a time when the woman was least able to stand it. There is now a widespread breaking 
from this rule. Apart from immediate blood trartsfusion, obstetrical examination and 
treatment are now generally deferred until the patient is in good condition, and, whenever 
possible, deferred until the foetus is of at least 36 weeks’ development. By his various 
writings, and not least by a paper read before the Society in 1945, Macafee drew attention 
to the great improvement in foetal mortality that could be obtained by the adoption of a 
more conservative policy—an improvement that need not be accompanied, he showed, 
with any increase in maternal mortality. Other obstetricians had previously voiced similar 
opinions, and with some effect; but Macafee’s striking figures—all culled from his own 
practice—compelled attention in this country. Meanwhile, in the U.S.A. a similar plea had 
been made almost simultaneously by Johnson—a plea that had considerable influence on 
that side of the Atlantic. 

How great is the saving in foetal life that can be obtained by the conservative policy is 
illustrated by figures from the Nuffield Department in Oxford which relate to two five-year 
periods, the second of which reflects the results of the Macafee teaching. 


Ist 150 Cases OF ANTE-PARTUM HAMORRHAGE* 
Neonatal Total loss of 


Stillbirths deaths foetal life 
Proved placenta previa (63 cases) 16 7 23 (37%) 
Suspected placenta previa (48 cases) .. 7 8 15 (31%) 
Accidental hemorrhage (39 cases) a 18 4 22 (56%) 

2npd 150 Cases OF ANTE-PARTUM H&MORRHAGE 

Proved placenta previa (65 cases)... 9 5 14 (21%) 
Suspected placenta previa (52 cases) .. 4 4 8 (15%) 
Accidental hemorrhage (33 cases) oe 16 3 19 (57%) 


*Excluding one patient who died before admission to ward (obstetrical ‘*Flying 
Squad” not summoned). 
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It will be seen at once (last column) how strikingly the loss of foetal life has droppe: with 
regard to placenta previa (but not, unfortunately, with regard to accidental hemorr rage), 
There was no maternal mortality in either group. 


It is to Macafee, more than to any other single person, so far as this country is conc: rned, 
that this remarkable saving of feetal life is due. 


The subject of radiological diagnosis of placenta previa has been somewhat severely 
handled in the Discussion. The modern methods of placental detection (soft-:issue 
radiography) originated in 1934 with the publication in the U.S.A. by Snow and Powell. 
Unfortunately, many of their statements were rather loose or even inaccurate; and perhaps 
for this reason the matter did not receive immediate attention. In 1940 Dippel and Brown 
published a more thorough and careful report on the subject. I was greatly interested in 
this publication and almost at once started an experimental investigation of the possibilities 
of this method in the Nuffield Department at Oxford. I was able to show that the uterine 
wall, the placental tissue, the amniotic fluid and, it may be added, the fcetal skin itself, 
were all of similar radiographic density so that it was impossible to distinguish any one 
of these structures from the other two. This and other observations led me to point out the 
fallacy of mistaking a collection of amniotic fluid (brought about by an uneven position of 
the foetus in the uterus) for the placental site—observations that have not been seriously 
challenged since their publication in 1944. My chief concern was to make a plea for the 
more careful definition of what did, and what did not, constitute the placental site than 
was contained in the papers hitherto published. 


Reid of the Radiographic Department at Oxford has now thoroughly reinvestigated the 
whole subject, and with very favourable results. To diagnose placenta previa he not only 
uses (with all due care) the soft-tissue technique, but also makes a careful study of any 
displacement of the foetal head from the promontory of the sacrum, or from the pubes, 
that could indicate the presence, and particular position, of a forelying placenta. He makes 
considerable use of the influence of gravity in causing the head to sink against the uterine 
wall in various desired directions. By combining these two methods he has obtained a 
high degree of accuracy in determining the presence or absence of a placenta previa. This 
work is of the highest importance to obstetricians. Not only is the method valuable in the 
positive sense—which is obvious—but also is it valuable in the negative sense; to know that 
no serious degree of placenta previa can exist may be a matter of great importance to the 
obstetrician in the management of a case of ante-partum hemorrhage—especially when 
the vital information can be gained without resort to an internal digital examination. 
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Dr. Ninian Falkiner: (1) The implantation of the ovum is ectopic and therefore the 
development of the placenta is subject to abnormalities such as membranacea, accreta, 
marginal insertion of the cord—all probably due to the nature of the endometrium which 
characterizes the lower segment or isthmus. 


(2) The maternal hemorrhage which occurs in placenta previa may be either venous 
or arterial blood. If the very edge of the placenta is separated (a characteristic of ‘he 
separation in types | and 2) a breech is made in the marginal sinus. Now this is exactly 
like making a hole in a tank of blood containing upwards of 4 pint but the blood is flowing 
towards the hole—it has already traversed the placenta. Such bleeding could go on with: ut 
embarrassing the foetus until the mother’s blood pressure fell to such an extent as to 
interfere with the supply to the placental circulation. The reason that puncture of membra es 
or P.O.M. plus Willett’s forceps is capable of stopping this hemorrhage is that the place: ta 
is very easily compressed. This compression of the placenta is of course very detrimer al 
to the foetus and in such cases is much more harmful than the separation of the placer al 
margin (vide the accidental hemorrhage caused by a bougie entering the circular sin ‘s, 
usually transient without causing foetal death). 


If the central part of the placenta is separated, as will occur in central or near cent 1l 
types, the hemorrhage is from maternal utero-placental arteries whose integrity is breacl d 
as they enter the intervillous space. The result of this is rapid arterial bleeding which v |! 
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sanguinate the mother and the placental circulation is more or less deprived of its 
arte supply depending on the area separated. The control of.such bleeding will depend 
on h means as are necessary to compress these utero-placental arteries, e.g. very 
effic pressure—as exerted by half-breech or the post-partum retraction of the uterus. 


soo 


(3) The shape of the placenta while it functions in utero is very different from the flat 
orga. that we see post partum. It is much deeper and its edge much steeper. This fact would 
subsiintiate the views of Mr. Stallworthy and Professor Macafee on the importance of 
posterior positions preventing engagement of the head. 


(4) The clinical importance of the third stage in lower segment section for placenta 
previa. The operator can be sure of the presence of placenta accreta and in its presence 
deal with the condition; rarely, but sometimes, hysterectomy is necessary. 


(5) The efficiency of the lower segment in dealing with post-partum loss. My experience 
has been that unless accreta complicated matters the lower segment is efficient in its 
contractility and powers of retraction after the placenta is removed, provided shock or 
deep anesthesia can be eliminated. 


This raises a very interesting problem: the great venous sinuses are even bigger in 
the lower segment than the upper and run almost directly into the uterine vein—although 
these can be the source of terrible bleeding before the placenta is removed they can only 
bleed thereafter if the pressure of the inferior cava is sufficient to overcome the pressure of 
the retraction of the lower segment (the lower segment wins). The arteries, however, in 
placenta previa, although opening on the surface of the lower segment may have traversed 
the upper segment on their way and thus would be compressed by the normal retraction 
of the upper segment. 


Mr. John Stallworthy said in reply, that Mr. Snaith’s figures of a 72% incidence of 
Cesarean section and 30% foetal wastage did not justify his claim that he was a conservative 
obstetrician in his treatment of placenta previa. 


Reference had been made by one speaker to the intuitive diagnosis of Mr. McIntosh 
Marshall. This was a little unfair to a man who had made it clear that his diagnosis was 
based on careful clinical observation and assessment. The importance of the clinical 
approach had been stressed by the three schools, Liverpool, Belfast and Oxford. 


Professor Macafee had stated that the expectant attitude to placenta previa did not 
make an undue demand on the available hospital beds and that in his own Clinic only 11 
patients per year had required this treatment. It should be realized, however, that if the 
early diagnosis advocated from Oxford was practised so that patients with placenta previa 
were diagnosed before hemorrhage occurred the number of those requiring expectant 
treatment would be increased as would be the length of stay in hospital. Professor Macafee 
had asked whether it was possible at Oxford to diagnose accurately those cases of ante- 
partum hemorrhage due to placenta previa without resorting to vaginal examination. 
The answer was yes. 


In reply to the question of how the posterior placenta caused foetal distress Mr. 
Stallworthy said that as suggested by Macafee separation of the placenta at the site of 
cord attachment sometimes occurred. More often, however, distress was caused by 
pressure on the cord as the presenting part entered the brim. These conditions could be 
accurately diagnosed clinically. If distress was due to pressure on the cord it was relieved 
when the presenting part was lifted out of the brim of the pelvis. In either case, at Oxford, 
feetal distress either before labour began or during the early stages of labour was 
considered an indication for Cesarean section. 


Ine speaker tended to ridicule the value of negative findings in Reid’s radiological 
gnosis of placenta previa. He referred to the errors which Reid had reported in his 
t publications on this subject. Mr. Stallworthy pointed out that this criticism was as 
air and as illogical as it would be to claim that because Mr. Victor Bonney had a 
mortality of 15°% in his early Wertheim hysterectomies his later results and those of his 
i ciples could be no better. Reid was a pioneer just as Mr. Bonney had been, and it was 
their ultimate results which were the ones that mattered. The accuracy of radiological 
di .gnosis, both positive and negative, which Dr. Reid now obtained was extremely high. 


The question had been asked why the Oxford.school interfered at the 36th to 38th week 
Wen adopting the expectant treatment of a placenta previa. It had been stated that it 
w uld be much better and there would be less foetal wastage if the pregnancy was allowed 
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to continue to term. Mr. Stallworthy said that just as babies were lost from prem: turity 
if interference was practised before the 36th week, so both babies and mothers we:e lost 
if pregnancy was allowed to continue until such time as a major hemorrhage occurred, 
The proof of the value of interference before an emergency arose, but after the 36th week, 
was given by the figures published both by Professor Macafee and from Oxford An 
uncorrected foetal mortality of 18% in 250 cases and of under 14% in the last 100 cases 
confirmed the wisdom of the policy advocated. One speaker had said that placenta previa 
could not be diagnosed by looking at the placenta after delivery. Mr. Stallworthy «greed 
with this but emphasized that in the series presented from Oxford the diagnosis had been 
made only when the placenta had been felt by the examining finger or seen to occupy the 
lower segment at operation. 

It was not easy for a father to renounce his child and it must be a sad experience if he 
had to renounce quadruplets, even if they had no better names than little type 1, type 2, 
type 3 and type 4. None the less he felt that the time had come when their author should 
acknowledge that these infants were mischievous little fellows. In fact the only good thing 
about them was their distinguished father. It was the attempts of the curious to decide by 
vaginal examination which of these quadruplets was present which led to difficulties, and 
sometimes to disasters, for both mother and baby. 


He summarized the case as put forward from Oxford by saying that: 


(1) Placenta previa could be diagnosed early by clinical and radiological means before 
hemorrhage began. 


(2) Expectant treatment saved both mothers and babies. 


(3) In deciding on the mode of delivery the important point was the relationship of the 
presenting part to the brim, and not the position of the placenta in terms of the os. 


(4) Cesarean section had a place, but only a place, in the treatment of placenta previa. 
There must be an optimum way to handle each case and the means had been discussed by 
which this could be discovered. He believed that with a Cesarean incidence of 40 to 50% 
it was possible to have no maternal deaths and an uncorrected foetal wastage of not more 
than 10%. 


(5) Foetal death due to the low attachment of the cord to a posterior placenta previa 
could be detected clinically in time to save the baby. 


Professor C. H. G. Macafee, in replying, thanked Professor Moir for the undeserved 
tribute he had paid to his contribution since 1945. He felt there was really little difference 
in the outlook of Mr. Stallworthy and himself. He (Professor Macafee) felt that one did 
not get the complete picture or a full assessment of a case without a vaginal examination, 
not necessarily exploring the lower segment. In view of what Professor Moir had said 
during the discussion he felt that the question of soft tissue radiography in placenta previa 
must be investigated further. 


He was quite satisfied that the radiologist should be included as a member of the team 
with full knowledge of the clinical details associated with the patient, and not as a pure 
technician. 


In replying to Mr. Mills he felt that they must be very unfortunate in Birmingham to 
lose so many premature babies delivered by Czsarean section. 


In reply Mr. Marshall said that he thought the use of local anesthesia was a partial answer 
to the question of survival of the very premature infant. 


If in his reply Professor Macafee’s expression “not necessarily exploring the lower 
segment” can be taken to haye the same meaning as his own “no digital palpation of ‘he 
placenta per os” then as far as Mr. Marshall was concerned any differences he had ‘ad 
with the Professor we:e largely composed. 
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Section of Medicine 
President—C. E. LAKIN, M.D., F.R.C.P., F.R.CS. 


[November 28, 1950] 


DISCUSSION ON THE MANAGEMENT OF THE MINIMAL LESION IN 
PULMONARY TUBERCULOSIS 


Dr. C. H. C. Toussaint, Chest Physician to the Willesden Chest Clinic and Central 
Middlesex Hospital: The steady decline in tuberculosis mortality and morbidity 
since 1850 has resulted in an increasing incidence of primary infections in early adult 
life, and even in middle age. This postponement of infection, from infancy to adult 
years, which began largely to operate around 1910, is responsible mainly for the present 
problem of adolescent phthisis. (From 1850 to 1910 the greatest fall in tuberculous 
mortality was in the young adult age-groups.) 

The Prophit Survey (1935-44) reported that “‘an appreciable proportion (20-25%) 
of the population is still Mantoux negative at the end of their seventeenth year, and 
Mantoux conversion is not a rare phenomenon between the ages of 18 and 23 years. 
There is some evidence that in addition a considerable number of persons undergo 
Mantoux conversion after leaving school at 14 years of age and before reaching the 
age of 18 years”. More recent tuberculin surveys amongst school leavers have con- 
firmed an increasing percentage of non-reactors in this group. 

Morbidity following recent primary infection in adolescence is (a) high in those 
most exposed to infection; (5) high in the first year following infection, and low in 
succeeding years; (c) three times higher than in those, of similar age, who have 
survived a primary infection in earlier life (Prophit survey). 

It is essential to differentiate between a tuberculous infection and phthisis, or 
progressive pulmonary tuberculosis. The former is, in the majority of instances, 
overcome without further trouble, whereas phthisis is an active disease, with a grave 
prognosis, and causes much harm to the community. 

With few exceptions (e.g. an overwhelming miliary tuberculosis) those undergoing 
primary infection in adult life will all show Mantoux conversion (hence a tuberculin 
tesi may well be of value in a doubtful case), but they may otherwise be divided into 
three groups according to individual resistance: 

(1) Those with good resistance may never show any radiological abnormality (in 
the lungs), or may later show calcification in the parenchyma and at the root. 

(2) Those with moderate resistance may show a radiological shadow, usually 
minimal, and unaccompanied by symptoms. At the inception of mass radiography 
it was thought that these were the cases that would shortly develop manifest phthisis. 
It is now becoming apparent, as has been obvious to tuberculosis physicians with 
experience of contact examination, that only a proportion do so. In many the shadow 
gradually clears, or it may remain stationary for years. 

(3) Phthisis arises predominantly in the third group—those with little resistance. 
Over twenty years ago Rist (1929) drew attention to the frequency of its acute onset 
in a patient who may have presented a perfectly normal X-ray appearance on routine 
examination only a few weeks or months before. Frostad (Norway, 1944) found that 
slightly more than 10% of cases of Mantoux conversion were symptomless, while 
the remainder (85° or more) nearly all had symptoms of short duration. Usually 
progressive disease of the lungs commenced with large infiltrations (more than 
2) mm. in diameter), arising in any part of the lung fields below the clavicles, and 
a pearing as soon as three months after the last negative tuberculin test. These two 
pipers are strongly commended to all interested in the development of phthisis. 

We are concerned to-day with the management of patients in whom a minimal 
lesion has been found. I will rely on the Prophit report for a definition of such a 
ksion : “Pulmonary lesions are considered minimal if the radiological shadows 
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occupy not more than the area of two intercostal spaces; the upper lobe a»ex js any 
estimated as the same as one intercostal space.” lea’ 
The minimal lesion is usually a reaction following upon and due to a recent primary san 
infection, or to exogenous superinfection. It may occasionally be the old re: iains, |) tre: 
dormant or dead, of a bygone lesion. The radiological abnormality may indicate a at | 
pulmonary reaction at the site of the shadow, or an area of collapse secondary to a san 
lesion elsewhere, frequently in the region of the mediastinum. At the time of its mo 
discovery, and in the absence of any sign of activity, no one can foretell the subse juent fit 
progress of the minimal lesion. The first step in management is therefore close and cul 
repeated observation and not treatment. The lesion, if tuberculous, is an indication lesi 
of infection and not necessarily of phthisis. ten 
Observation should include: are 
(a) Family or other history of contact and contact examinations, if necessary. | 
(b) Social history relating to the patient’s occupation and mode of life. lur 
(c) Personal medical history followed by an examination, with the chest stripped. Th 
(d) Serial X-rays (with or without tomography) and blood sedimentation tests. thi 
(e) A search for tubercle bacilli (sputum or laryngeal swab) by smear and culture. im 
Defects in mode of life, or contacts, should be remedied and observations should ree 
be continued, being repeated at intervals not greater than three months for the co 
first year, and six months for the second year. In the majority of cases, at the time of fo 
discovery, there is no need for other active intervention and the patient may be allowed 
to continue with his work. th 
INDICATIONS FOR TREATMENT.—(1) Presence of tubercle bacilli: 1 do not regard one th 
positive L.S. culture as an indication for active treatment in absence of other criteria. If 
(2) Radiological spread: Possibility of carcinoma or other lesion must be remembered. de 
(3) Excavation: The possibility of lung abscess must be remembered. Active treatment 
should not be undertaken without the full co-operation of the patient and his relatives. qt 
ESSENTIALS OF MANAGEMENT ASSOCIATED WITH TREATMENT.—(a) Adequate Home Help. - 
(b) Efficient bed rest; and posture, if necessary. (c) Elimination of cough. No smoking. in 
(d) Adequate diet. re 
CONCLUSIONS re 
(1) The minimal lesion, if tuberculous, frequently arises in a person with some degree of ve 
natural resistance to the tubercle bacillus. fc 


(2) In the absence of any indication of activity it should be regarded as evidence of 
infection, recent or old, and not necessarily as evidence of phthisis. 
(3) The immediate management should be close and repeated observation and not iS 
admission to an institution. 
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Before considering the treatment of active minimal lesions we should do wel! to a 
remind ourselves that our conception of a “minimal” lesion is highly artificial: we P 
are actually discussing a radiological shadow of acertain size due to pulmonary i 
tuberculosis. It is bad medicine to treat an X-ray appearance and our first task must v 
be to decide what this radiologica! shadow really represents. The lesion may be s::id e 
to exist in two dimensions, space and time. In space it is only a very small part of a n 
much larger process which is going on in the patient’s body; it may be the oly ¢ 
lesion which we can visualize but it is almost certainly one of many. In time it » 1y V 
represent almost any stage in the long history of tuberculosis from the first infect \n 
to the final scar. . 
Obviously, then, it is most important to be certain that a lesion requires aci 2 I 
treatment before committing the patient to a sanatorium. Suppose that a symptomi. 5 t 
and apparently healthy man is found on mass radiography to have a small shad’ ‘ 


and is promptly sent into a sanatorium, where the usual tests for activity prove to 
negative. Even if he is given a course of graduated exercise, it is most unlikely t! | | 
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any nt activity will show itself under sheltered conditions. Usually the patient 
leave. he sanatorium after three or four months and returns to work in exactly the 
same ondition as before. Whatever his subsequent history may be, the sanatorium 


treat’ cnt has been a waste of time: if the disease is inactive, he could have remained 
at work: if it is unstable, it will become active later and he must then return to the 
sanaiorium for treatment. There is nothing worse for a patient’s morale, nothing 
more damaging to his sense of security, than the feeling that he has been discharged 


fit and has broken down again. In these days, when beds for the treatment of tuber- 
culosis are so scarce, it is absolutely unjustifiable to send a patient with a minimal 
lesion into a sanatorium unless there is clear evidence that the lesion is active. Ex- 


tension of the disease in serial X-ray films and a confirmed positive sputum examination 
are the two most important indications of activity. 

Let us suppose, then, that we have to deal with a patient who has a small tuberculous 
lung lesion which has been proved active. What treatment should be adopted? 
This is a highly controversial matter, and tuberculosis is such an individual disease 
that every physician will vary his treatment to some extent in different cases. It is 
impossible to lay down hard and fast rules, one can only give one’s own views, 
realizing that generalizations cannot cover all the possibilities. Our armamentarium 
consists of sanatorium treatment—that is rest and graduated exercise, and the various 
forms of collapse therapy. To these we must now add chemotherapy and resection. 

The patient should first be given a period of six to eight weeks’ bed rest and after 
this the position must be re-assessed. If the X-ray shows marked improvement at 
the end of this time, it is justifiable to continue with sanatorium treatment alone. 
If there has been no change, collapse therapy should be instituted even though no 
deterioration has occurred. A lesion which has recently been active will often remain 
quiescent in sanatorium, even if the patient is given a full course of graduated 
exercise. The healthy life and sheltered conditions are sufficient to keep the disease 
in check but a high proportion of such patients break down again shortly after 
returning to work. In my experience, also, the patient with a cavitated lesion rarely 
responds to sanatorium treatment alone. If the patient is young, particularly a 
young girl, or if there is a family history of tuberculosis, these will be added reasons 
for collapsing the lung. 

When it has been decided to employ collapse therapy, an artificial pneumothorax 
is still the most effective weapon for dealing with a small active pulmonary lesion 
and it should be our first choice. The usual contra-indications to pneumothorax 
treatment, particularly very acute disease and bronchial tuberculosis, must of course 
be excluded before a pneumothorax is attempted. This treatment has declined in 
popularity because it has been used in the wrong type of case and because unsatis- 
factory pneumothoraces have been maintained when they should have been 
abandoned. We have recently investigated a series of 230 artificial pneumothorax 
patients, all of whom had cavitated disease and up to three zones of the lungs involved ; 
in most of them the extent of disease was two to three zones. 89° of these patients 
were well and working eight years later, and in 80° of them the lung had been fully 
expanded for several years. For minimal lesions our results are even better, but the 
numbers are too small to be significant. However, if such results can be achieved with 
di:ease involving two or three zones, it is reasonable to expect an even better prognosis 
when only one zone is implicated. If it is not possible to obtain a satisfactory 
pneumothorax, then a phrenic crush supplemented by a pneumoperitoneum is often 
a useful alternative. Our aim must be to relax the diseased area as much as 
pcssible, and phrenic interruption alone produces very little relaxation. It is 
th-refore reasonable to employ a pneumoperitoneum in addition because it greatly 
en iances the effect of the phrenic crush and it has few complications. 

t is rarely necessary to resort to thoracoplasty to control a minimal lesion, but if 
thre is a cavity which cannot be closed by the methods already described, thora- 
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coplasty, or one of the more modern techniques of apicolysis, may have to be emp oyed. 

Small bilateral lesions present one of the most difficult problems in treatment. The 
risks attached to a bilateral pneumothorax are much greater than those of a single 
one and in my experience a pneumoperitoneum without a phrenic crush ha: little 
effect beyond making the patient uncomfortable. It is justifiable to persis: with 
sanatorium treatment in this type of case longer than one would if the disease were 
unilateral. When this results in quiescence of the lesions a certain number of the 
patients will be fortunate and will remain well, although the risk of breakdown 
after leaving sanatorium is high. However, if close observation is maintained, any 
relapse will be recognized early and it will decide which lung should be collapsed, 
Of course if the disease remains active or if there is bilateral cavitation, a bilateral 
pneumothorax will have to be attempted. 

Very recently, some workers have advocated the use of segmental resection in the 
treatment of small pulmonary lesions, and resections have been performed for minimal 
tuberculosis. We must not be led astray by the superficial notion that resection of a 
small lesion will extirpate the disease. Experience in the autopsy room teaches us how 
often there are numerous lesions in the lungs which were not seen in the radiograph. 
It is reasonable to assume that a proportion of patients will relapse after resection, 
because of these lesions elsewhere, and we have no idea how high that proportion may 
prove to be. On the other hand, we do know that artificial pneumothorax treatment 
carries a very low relapse rate in cases of this type and there is as yet no justification 
for abandoning it in favour of an unproved procedure, even though the immediate 
results of resection have been good. There is, however, one type of minimal lesion 
which does not usually respond to collapse therapy, namely the round, solid focus 
often called a tuberculoma of the lung. In the past, a number of such lesions have 
been removed surgically, in the mistaken belief that they were tumours, and the long- 
term results have usually been good. It seems justifiable to try the effect of segmental 
resection in the treatment of these lesions. 


THE PLACE OF CHEMOTHERAPY IN THE TREATMENT OF MINIMAL TUBERCULOSIS 


Until quite recently it was felt that streptomycin, because of its tendency to produce 
resistant organisms, could only be used once in the treatment of an individual patient. 
Consequently it was not generally used in the treatment of a small lesion, because it was 
felt that the need for chemotherapy might be greater at a later stage if the patient’s condition 
deteriorated. Sometimes. when a patient who was already having collapse therapy developed 
a small lesion in the other lung, it was thought justifiable to give streptomycin, and the 
results were often dramatic. The report of the latest M.R.C. investigation shows that even 
in acute progressive bilateral pulmonary disease, the incidence of drug resistance can be 
drastically reduced by giving streptomycin in conjunction with PAS. As the development 
of resistance is favoured by cavitation and the presence of extensive disease, it is reasonable 
to assume that patients with minimal lesions will very rarely become drug resistant if given 
streptomycin with an adequate dose of PAS. It is to be hoped that a trial of chemotherapy 
may be made on a controlled series of patients with minimal tuberculosis, but meanwhile 
there is already a case for revising our ideas on this subject. If the bogy of drug resistance 
has virtually been removed, there is much to be said for giving streptomycin and PAS to 
every patient admitted to sanatorium with minimal disease, if the lesions look soft and 
recent. Chemotherapy should be particularly valuable in the treatment of bilateral lesions 
which are so small that one hesitates to embark upon extensive collapse therapy. If this 
view is accepted, streptomycin and PAS should be given at the same time as the preliminary 
bed rest, the position still ought to be re-assessed after six to eight weeks, as previously 
described. If the lesions are melting away at the end of this period, then the chemother :py 
should be continued and collapse therapy may be avoided; but it must be stressed that we 
do not yet know how many such patients will relapse at a later date. For this reason, if ‘he 
lesion has not shown marked regression or if cavitation persists, collapse therapy ov ht 
to be instituted without delay and the chemotherapy should be continued. 

If one has good reason to believe that the patient’s disease is recent and if it is sma!’ in 
extent, as judged by the X-ray appearance, it does seem reasonable to use all one’s gun: in 
an attempt to kill the snake rather than to scotch it. On the other hand, it must be emp :- 
sized that the use of chemotherapy in such cases is still experimental and should be lim °d 
to patients in hospital so that the results can be carefully assessed. 
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[October 23, 1950] 


The Evolution of Oral Surgery 
PRESIDENT’S ADDRESS 
By W. Ke sey Fry, C.B.E., M.C., M.D.S.Durh., F.D.S. 


Wuat do we mean by Oral Surgery? What are its limitations and boundaries? Should 
the oral surgeon alone be responsible for treatment of tumours of the jaws with secondaries 
elsewhere? Again, does not “oral” suggest “‘of the mouth” and is the tongue thus in the oral 
surgeon’s field? For conditions in the mouth not limited to the jaws and teeth we can use the 
word “Stomatology”. Even so, the problem is not easy. I intend to use oral surgery to mean 
the diagnosis and surgical treatment of injuries, abnormalities and pathological conditions 
confined to the jaws and teeth and their intimate tissues. This draws a definite line between 
our own field and that of the general surgeons. The distinction from routine dental practice 
cannot be so precise, for, after all, any extraction of a tooth is a surgical procedure. But ty 
limiting oral surgery to the surgical treatment of the teeth and jaws, some measure of 
distinction can be obtained. 


Operations upon the jaw and its related structures must have been among the earliest of 
all surgical procedures, for any aching tooth is naturally easily diagnosed and readily accessible, 
so much so that extractions and minor dental procedures became the hunting ground for 
charlatans. On the other hand, major operative procedures upon the teeth and jaws were 
in the early days normally in the hands of the surgeons who had had such medical training 
as was available at the time. This has meant that although the history of oral surgery is 
closely intermingled with that of dentistry, most of the advances have come through surgeons 
rather than from dentists. 


\s in other branches of surgery, it is in France that we must seek the beginnings of our 
own speciality. The first great name is that of Ambroise Paré, a very great general surgeon 
in the sixteenth century, who devoted much time to dental subjects. Like some other surgeons 
who have advanced oral surgery, his approach was entirely surgical and he knew little of 
dental technique. He did much to advance dentistry and during the seventeenth century 
dentistry in France began to attract able and educated men and by 1700 it was rapidly 
developing from a trade into a profession. This change of status was hastened by the work 
of Pierre Fauchard, who began as a student surgeon before turning to dentistry. In 1728 he 
published “‘The Surgeon Dentist”, which has recently been translated by Dr. Lilian Lindsay 
(2rd Ed. 1746, London, 1946), to whom we are all greatly indebted. Into his book Fauchard 
ga'hered the dental knowledge of his time together with his own original work. He showed 
thet he was well aware of many important dental problems. One especially interested me. 
Referring to diseases of the gums he “recommended the removal of tartar with very great 
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care and cutting the excess gum with the scissors, the scissors being straight and vei sharp 
and pointed. If the same operation is at the sides, take the curved scissors and i: other 
respects the same’. That might well have been an extract from a modern textbook I can 
remember how the use of curved scissors and knives for gingivectomy appeare as an 
apparently ‘‘new” and very valuable technique in about 1920. 


During the eighteenth century following Fauchard there were many distinguished French 
names associated with dental surgery. Perhaps the most outstanding of these is ‘hat of 
Jourdain. He was a general surgeon, who, in 1778, considered that surgery at that tise was 
too big a subject for one man to master, and he became one of the first surgeons to devote 
himself entirely to oral surgery. 


Denton in his lecture on ‘‘The History of Dentistry” states: 


“Tt was Jourdain’s conviction that the field of surgery had become so extensive that no 
one person, however learned, should attempt to deal with the whole field; and for this 
reason, he felt that oral surgery as a speciality was justified. On the other hand, he 
considered that the work in this field done by dentists, even the most distinguished (such 


as Fauchard), was not adequate, and not undertaken with a sufficiently broad surgical 
view.” 


Here was a general surgeon with no dental training denying the value of such a training. 
It is a view that might well be held to-day, and later in this talk I hope to show you why I 
believe it to be false. 


England had not at this time progressed as far as France. Dentistry was for the most 
part in the hands of untrained and uneducated practitioners, although there were a few 
reputable men called “‘Operators on the Teeth’? who had been apprenticed to a “Barber” 
surgeon and had passed an examination allowing them to do routine dentistry. These men, 
although they were the true originators of competent dental practice in this country, did 
not practise much oral surgery. This was left to the general surgeon. The first great name in 
British Oral Surgery was that of John Hunter. He was surgeon to St. George’s Hospital, 
and his contributions to Oral Surgery were quite as great as those to other branches of 
surgery. His interest in the teeth and their supporting structures led him to collect the 
specimens that are to be seen as a permanent memorial to him in the Odontological Section 
of the Museum of the Royal College of Surgeons. In 1771 he published “‘The Natural 
History of the Human Teeth” which, together with a later book, “‘A Practical Treatise on 
the Diseases of the Teeth’’, was the first real attempt to put dentistry and particularly oral 
surgery on a sound anatomical and pathological basis. Like Paré two centuries before him, 
Hunter’s approach was essentially surgical and he knew little of practical dentistry. Even so, 
he taught much that was of permanent value, and among other things it was he who first 
stated that the wisdom tooth became impacted owing to lack of development of the jaw. 


During the early nineteenth century oral surgery in England was, for the most part, still 
included in the field of the general surgeon, although there were some men, such as Bell and 
Fox, who, while being Fellows of the College, devoted their whole time to dental practice 
and no doubt did a certain amount of this work. 


Towards the end of the century oral surgery began to emerge as the speciality we know 
to-day. This was largely due to the great advances made in dental education, in particular, 
the institution of the L.D.S. 


Dental education in America was ahead of this country and some of the earliest men to 
call themselves oral surgeons were Americans. The first of these was Simon Hullihen and 
he was followed by James Garretson; both had surgical and dental qualifications. Many 
in the States regard Garretson as the Father of Oral Surgery. It was he who tried to pers: ade 
the American Medical Association to establish a Section of Oral Surgery. At first he fond 
opposition, but later his strong personality prevailed and a Section was formed in 1381. 
There was little enthusiasm for it, and it later became the Section of Stomatology and \as 
finally disbanded in 1925. The resistance to the idea of oral surgery as a distinct speci ‘ity 
shows that the time was not yet ripe even in that country for such a separation. 


Shortly after this time came Norman Kingsley, who first studied dentistry and then gr: 
ated in surgery. He developed a world-wide reputation in oral surgery, but it is interes 
to note that he always had a leaning towards the prosthetic replacement of tissues 5 
through injury or disease; and he read a Paper before this very Society in 1860 on 4 
treatment of cleft palates. He is now well known to us for the Kingsley Splint. Here i: 
early example of oral surgery being practised by a man who was primarily a dentist \ 
a good grounding in dental technique and only later qualified surgically. Many ot! 
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follow. the great tradition of American oral surgeons, outstanding among those were 
Trume Brophy, well known for an operation for cleft palate, and Matthew Cryer, world 
famou: 2s an authority on cranial anatomy. 


Asi. example of the oral surgeons in this country at the end of the last century, I propose 
to take Newland Pedley. He was a dental surgeon to Guy’s and in 1884, at a meeting of this 
Society. he read a Paper on ““Some Points Concerned with Fractures of the Inferior Maxilla’’, 
which :nust be regarded as a very important contribution to the treatment of jaw injuries. 
He staies, to use his own words, that “‘General Hospitals offer the best field for the study 
of these lesions, and I am led by comparing notes with my professional friends to infer that 
Guy's Hospital is specially favoured in the numerous patients with fractured maxille, who 
seek aid there’. Later, he goes on to describe the construction of a Hammond splint and 
further states that “‘the Material used for Hammond’s Splint in Hospital practice is iron 
wire, for its cheapness is a consideration, but in private practice I should certainly prefer 
gold”. In describing the technique of fixing the splint to the teeth with wires he pointed out 
the advisability of the point of the wire being sharpened by dividing it obliquely with cutting 
pliers. He further states “the slight upward curvature of the end of the wire makes it easier 
of passage between the teeth and lessens the risk of pricking the side of the tongue and cheek. 
A slight perforation of the gum margin is often necessary and causes little pain”. These are 
all very practical tips which were not re-discovered by some until the second great war. 


Newland Pedley also refers to the metal cap splint made to fit the teeth of the lower jaw 
and lining it with warm gutta-percha. He states “this splint was described in Mr. Tome’s 
textbook on Dental Surgery, 1879, and in Heath’s Injuries and Diseases of the Jaw, 1872”. 
In comparing the Hamilton Splint and the Cap Splint, he favours the former because he 
could see the teeth and keep them cleaner. In the same paper he also tells of a discussion 
he had with Mr. Bryant, a general surgeon of Guy’s Hospital, who was treating lower jaw 
fractures at Guy’s by means of plaster of Paris bandages; the results, Pedley thought, were 
less successful than his own. This clearly shows that there was little co-operation with 
general surgeons, and further one is left with the feeling that the general surgeons were 
treating the majority of the fracture cases at that time. This then was the position of oral 
surgery at the end of the last century. Oral surgeons were few and the teeth and jaws were 
still very much in the province of the general surgeons even in those hospitals which had 
consulting dental surgeons. There was as yet little or no co-operation between the two 
sides. 


As late as 1910, as a young medical student, I can well recall Sir Charters Symonds, a 
general surgeon at Guy’s, removing a wisdom tooth which the dental surgeon had failed to 
extract in the “‘gas room’’. I can hear him to-day saying: ““Gentlemen . . . provided you have 
the right instruments this is a simple operation.”” He picked up what I later knew to be a 
pair of lower forceps with a curved back, and after a few wriggles, the tooth was out. 


At about the same time I was also privileged to watch Sir Arbuthnot Lane plating a 
fracture of the mandible for a young naval officer, and on many occasions I assisted him in 
cleft palate operations. I was also privileged to assist at an operation on a tumour of the 
lower jaw, which is now known as an adamantinoma, when half the mandible was excised, 
and no attempt was made to prevent disfigurement. It was quite obvious to me, who at 
that time was beginning to take an interest in oral surgery, that the treatment of injuries and 
diseases of the jaw belonged to a ‘‘no man’s land’’. The general surgeons had the cases 
admitted to the wards, but they took very little interest in them and the dental surgeons, 
although interested, were not called in until the patient had been in hospital for some time, 
and even then they were merely called upon to provide mechanical fixation rather than to 
be responsible for the complete treatment. 

In 1914 the Great War engulfed us and oral surgery flourished for it depends perhaps 
more than any other branch of surgery upon war for its advancement. There are three main 
rea‘ons for this: 

(') Only in wartime do sufficient cases appear for any of us to obtain much experience in a 

short time. 

(2) War means that some dental men must give up their practices and devote their whole 

energies to oral surgery. 

(3) Working in hospitals with plastic and general surgeons, the oral surgeon has the 

opportunity to appreciate general surgical principles and technique. 


here was another reason for the great advances between 1914 and 1918, for there were 
ma iy scientific discoveries such as X-rays and conduction anesthesia waiting to come into 
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general use. Perhaps most important of all were the great advances in dental pat 10logy 
associated with such names as Colyer, J. G. Turner, Dowsett, Bland-Sutton and Lewin 
Payne. 


All this knowledge was waiting to be applied when the war broke out. At first the dental 
profession was wholly unprepared for its tasks. The Army and Navy had no dental br:nches, 
and dental surgeons, who joined the Services, did so as combatant officers, or, if medically 
qualified, in the R.A.M.C. Gradually all this was changed. Special Jaw Centres were 
established, first in France, then in other countries. By the end of the war very great 
advances in treatment had been made. 


Since 1918 progress has been due mainly to the development of ideas and techniqucs that 
were evolved during and immediately after the war. As I refer back, I cannot help thinking 
that one of the most important events was the appreciation by the medical and ental 
profession of the work of William Hunter. He was a Fellow of the Royal College of Phys ‘cians, 
who as early as 1900 was convinced that much systemic disease was due to oral sepsis. He 
was not the first to suggest this, but he was the first to persuade the medical profession of 
its importance. Even so, he had to wait until he visited Canada in 1910 and delivered a lecture 
in the McGill University before he could gain wide recognition of his views. No doubt he 
over-stated his case, but his work was of tremendous value to dentistry. As a result of it 
the medical profession were soon calling for more and more dental co-operation in the 
treatment of general diseases so that the dental profession became less isolated and began 
to be concerned as much with the medical importance of the teeth and jaws as with mechanical 
problems involved. 


The dental schools responded to the need for a different type of education and curriculums 
were extended. Although techniques still had to be taught, time had to be found for the 
inclusion of more general and oral pathology. There was a quick reaction by the dental 
students and a new type arose: one who, although he fully appreciated the value of technique, 
also saw the need for a fuller knowledge of general medicine and surgery. 


The most important of the technical advances were in anesthetics. These really made 
oral surgery possible. In 1916 we frequently had to operate with the patient sitting up to 
prevent inhalation and it was obvious that oral surgery could not make uninterrupted progress 
until the patient could always be laid down and the pharynx be firmly packed. This was 
achieved by the use of endotracheal inhalation through a wide-bore rubber tube which was 
introduced by Magill and Rowbotham working at Sidcup Jaw Hospital. This coupled with 
the use of the recently introduced mechanical sucker meant that now for the first time 
operations on the jaws could be clean and leisurely. 


Of the technical advances that were made apart from anesthetics, the improvement in 
the technique and diagnosis of X-rays stands out. I should like especially to mention George 
Winter of St. Louis, whose name is honoured in oral surgery and who taught us not only to 
diagnose the presence of wisdom teeth, but to use X-rays to help us determine their exact 
position in relation to oiher teeth, and the nature of the surrounding bone. 


Perhaps the most important of all the ideas inherited from the war vears was the knowledge 
of surgical principles and technique acquired when working side by side with plastic and 
E.N.T. surgeons. Fractures of the jaw were for the first time treated on sound surgical 
principles. At the same time many opportunities arose for the use of comprehensive appliances 
to replace tissues lost. The full importance of facial contour was at last appreciated and no 
longer was the removal of bone tissue allowed to bring disfigurement to the patient. This 
entailed knowledge of prosthetics and the general surgeons began to realize that this was out 
of their province and they saw the value of a trained oral surgeon. This led to even gre:ter 
co-operation between the general and the oral surgeon and at the same time emphasized 
that the oral surgeon must have a more than average knowledge of dental and especi:!ly 
prosthetic technique. 


Another factor of prime importance was the appreciation of good dentistry by the patient 
and in no field has this been more noticeable than in complete denture work. Patients v re 
no longer prepared to submit themselves to a loss of facial contour as a result of losing t' <ir 
teeth. Dental surgeons found it necessary to study carefully the changes which take p' ce 
when the teeth are lost, so that when operating to extract the teeth they can at the sz 1¢ 
time so shape the alveolar bone that immediate dentures can be inserted to maintain  ¢ 
original contour. 


In this rapid review of the evolution of oral surgery as I see it, I have merely taker 2 
few high-lights from the past, together with those advances made in the first half of 1 
century which seem to me to have been particularly important. 
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Now what of the future? The oral surgeon, if he is going to do justice to his craft, must 
ily trained specialist. The word “specialist” has come to be associated with narrow- 


be a hi 

mindedness and a desire to concentrate intensely on a minute part of one’s subject. Happily 
the evolution of our own speciality has entailed the broadening of our outlook, for the 
practice of oral surgery entails not only a comprehensive knowledge of dentistry and dental 
technique but also a thorough acquaintance with general surgical practice. At the same time 
dentists have been forced to appreciate that disease of the teeth and jaws is a disease of the 
body and that general disease of the body frequently produces disease of the teeth and jaws. 
In doing so we have largely gone back to the time before this century when what we now 
call oral surgery was practised by men who were either practising general surgeons or men 
who had been trained in general surgery as well as in dental practice. In this century, in 
spite of the great increase in the technique and scientific resources of the oral surgeon, the 
custom grew up of oral surgery being performed by men who could devote only part of their 


time to it, and whose experience of general surgery was frequently limited to that absorbed 
during the acquisition of a medical degree. 

The ideal oral surgeon would be one who has, first, a good practical knowledge of general 
surgery, secondly a complete acquaintance with dental technique and finally a special training 
in oral surgery. To acquire all this knowledge would obviously take far too long. So we 
must choose whether we prefer to train a man with a complete working knowledge of 
general surgery who is ignorant of dental technique or a man skilled in dental technique 
who has had only a general training in medicine and surgery. I myself am in no doubt 
which I should choose, for we have already seen how the oral surgeon must have a more than 
average knowledge of prosthetic technique: knowledge which takes years of application to 
acquire. At the same time I am sure that a man who has a general medical training, but who 
has had little general surgical experience, can acquire his technique during his training in 
oral surgery, provided that he is constantly in contact with the general surgeons. 


The aspiring oral surgeon should do House Surgeon appointments followed by registrar- 
ships before he presents himself for a higher examination. The registrarship should be carried 
out in a big General Hospital or a group of hospitals where the postgraduate would have 
ample opportunities for becoraing acquainted with general surgical technique, and for 
working in close co-operation with all the departments. This registrarship should be so 
arranged as to enable him to spend part of his time at a special plastic and jaw hospital in 
his region. There are two ways in which this might be achieved. It can be arranged by 
exchange for periods of six months, or it could be brought about by the registrars being 
allowed to attend the special hospitals on, say, two half-days a week. This would encourage 
him to send some of his interesting cases to the special hospital where he could watch the 
operations being done, or in his later registrarship undertake the operations himself under 
supervision. There are many reasons why he should work in special hospitals. Firstly he 
is brought into touch with a group of colleagues all working in this special field. Secondly 
only in the special hospitals will he find the necessary facilities, particularly in the prosthetic 
laboratory. Pathology and surgical technique are necessary, but without a very good working 
knowledge of the type of prosthetic appliances required by the oral surgeon, he will be very 
much handicapped. It is not suggested that he himself should make the appliances, but he 
must certainly know how to design them. The oral surgeon whose hands are unaccustomed 
to the bench is of little use. How can one treat a difficult fracture without knowing how to 
construct a splint? Or prepare the mouth for a complete denture without knowing the 
exact type of restoration that is to be inserted? These are only a few reasons why at least 
part of his registrarship should be carried out at a hospital where all the facilities are 
available. 

The Services, and in this respect I speak largely for the Royal Air Force, have set a very 
fine example of having a dental specialist service in their main hospitals. Indeed all the Services 
have taken a great part in stimulating the advancement of oral surgery since the beginning 
of the last war. It now only remains for the large General Hospitals throughout the country 
to follow their fine example, and give facilities for the training of oral surgeons in a way that 


has never before been possible. 
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Myxofibroma of the Mandible 
By Ivor R. H. Kramer, L.D.S. R.C.S.Eng. 


CENTRAL myxomatous tumours of the jaws are uncommon, and present inter«sting 
diagnostic problems for both clinician and pathologist. The exact origin of many of these 
tumours is uncertain, but there are three main headings under which they may be classified: 

(1) Myxomatous degeneration in a tumour which is not primarily mucoid. 

(2) The “‘true myxoma” formed by proliferation of “‘*myxoblasts”. 

(3) The soft odontomata. 

Myxomatous degeneration must be distinguished from cedema, particularly in the fibrous 
tumours. The nature of the “true myxoma” is in some doubt. Willis (1948) denies the 
existence of a myxoblast as distinct from a fibroblast, and Codman (1925) regards these 
tumours as atypical fibromata or chondromata. The soft odontomata are said to be derived 
from the embryonic fibroblasts of the dentine papilla. Two subdivisions have been described, 
the mixed soft odontomata and the pure soft odontomata, the distinction depending on the 
presence or absence of epithelium (Bernier, 1947) : 

Histologically, the so-called myxoma is composed of widely spaced stellate, triangular, 
or fusiform cells with long branching processes and an abundance of intercellular mucin. 
This picture may be closely simulated by myxomatous degeneration. The soft odontomata 
are composed of plump, round, evenly spaced cells and the structure resembles that of the 
young dentine papilla. 

Clinically, the central myxomatous tumour of the jaws is more common in the second and 
third decades, and occurs both in the maxilla and the mandible. The tumour expands the 
bone and may cause extensive destruction of the cortex (Thoma, 1944). Radiographs may 
show a honeycomb appearance (Thoma, 1944) or a lobulated radiolucent area traversed by 
fine lines (Miller, 1949). 


Case HISTORY 
Miss B. W., aged 38. Six months before examination the patient noticed separation of 


32 | and swelling of the gum in 5-2 | region slowly increasing in size. There had been no 
pain. There was no other relevant detail in the history. 

On examination there was a swelling between 32 | covered with non-ulcerated mucosa 
(Fig. 1), and on palpation the swelling felt soft and spongy. In the right buccal sulcus there 
was a large smooth swelling over which egg-shell crackling could be elicited. The radiographs 
showed coarse trabeculze between the 32 | (Fig. 2) and a large radiolucent area extending 
from the 6 | to |2 (Fig. 3). There was some bony expansion, most marked on the buccal 


aspect. 











Fic. |. Fic. 2. 
Fic. 1.—Clinical photograph showing swelling between 32 | and displacement of adjacent teeth. 


FiG. 2.—Pre-operative intra-oral radiograph showing appearance of bone in 32 | region. 
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ration (Sir William Kelsey Fry) a large cavity was opened, and found to contain a 
,our. The teeth whose apices were involved in the tumour were extracted and the 
sich was soft, white, translucent and friable, was readily shelled out except from the 
the cavity where there appeared to be active erosion of the bone. The cavity was 


with Whitehead’s varnish on gauze. 
:mour measured 45 x 30 x 20 mm., and appeared irregular, soft and greyish-white. 


ver border was smooth and had a translucent jelly-like appearance. When cut, 
:ucinous jelly exuded from the surface; the upper portion of the tumour appeared 
more fibrous and blended imperceptibly with the jelly-like material. 

t shows the radiographic appearance of the mandible after operation. 








L R R 
Fic. 3.— Pre-operative occlusal radiograph Fic. 4.—Post-operative occlusal radiograph 
showing lobulated outline of radiolucent area. showing expansion of outer plate. 
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_ 5.—Widely spaced cells with abundant 
cellular material giving the staining 
ons of mucin. H. and E. 


stologically, the 
son and Parkhill (1946). The greater part of the mass consisted of widely spaced, rounded 


spindle cells with long processes and abundant intercellular material giving the staining 
ions of mucin (Fig. 5). On the upper aspect, the predominantly mucinous tissue 
ually blended with the fibrous tissue of the gum, in which there were chronic inflammatory 


ges (Fig. 6). 


ae 





Fic. 6. —Myxomatous tissue (below) blending 
with fibrous tissue of gum (above) in which there 
is a round-cell infiltration. H. and E. x 60. 


structure corresponded closely to that of the tumour described by 
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The alveolar bone surrounding the involved teeth was largely destroyed. In som areas | 


the fibrous tissue of the periodontal membrane persisted (Fig. 7); elsewhere the MyxXO ‘atous 
tissue extended to the cementum (Fig. 8). In one small area near the lower border of the 
mass there were a few strands of epithelium (Fig. 9). 








ho tis 
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FiG. 7.—Fibrous tissue of periodontal membrane Fic. 8.—Myxomatous tissue extending almost t 
persisting. H. and E. x 60. cementum. H. and E. x 60. 


De <® . aa pe ae 
Fic. 9.—Strands of epithelium in lower part of 
tumour. H. and E. x 60. 


Follow-up.—The post-operative course was uneventful. The packing was changed weekly 
and discarded at the ninth post-operative week, as the cavity became self-cleansing. Bone 
regeneration was satisfactory. 


I am indebted to Sir William Kelsey Fry for permission to use the clinical and operation 
notes; to the many Pathologists who gave “second opinions” on the sections, and to the 
Photographic Department of the Eastman Dental Hospital for the clinical photographs and 
prints of the radiographs and photomicrographs. 
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Pyrexia with Pulmonary Infiltration ? Sarcoidosis.—H. WoLFsoHN, M.D., M.R.C.P. 

Miss V. M., aged 29. 

Born in India. Has had pneumonia, smallpox, enteric fever, ? malaria, sunstroke and 
a nervous breakdown when 18 years old. In England for three years: Clerk. 

Present illness —Well until 28.4.50, when she developed general malaise with aches and 
pains in knees and ankles. On admission two weeks later no abnormal physical signs 
were discovered, but she had pain in the left knee and hand with no redness, swelling or 
restriction of movement. 

Progress —No_ essential change occurred during the first three months when the 
temperature fluctuated. Her weight fell, particularly during the calciferol administration, 
when nausea, vomiting, anorexia and a rise of the serum calcium to 14-3 mg.% necessitated 
discontinuation of the drug. Fine superficial scaling of the skin, as after mild scarlatina, 
occurred over the forehead, abdomen and thighs early in August, and subsided rapidly. 
No other rash was ever noticed. Once she complained of a painful lump in the right occipital 
region where a very small gland could be palpated for about three days. The spleen or 
other abnormal glands have not teen felt. Since the beginning of September she has felt 
well and her weight has increased. She is now getting up and her pyrexia has subsided. 

Investigations: —Hb 13-0 grammes %; W.B.C. 6,000 (polys. 70%, lymphos. 18%, 
eosinos. 1%). Urine normal. W.R. and Kahn negative. Mantoux test repeatedly negative 
up to | : 100. Serum sodium, potassium and proteins normal. Agglutination tests negative 
to enteric and Brucella group and to a number of viruses. E.C.G. normal. Blood cultures 
sterile. Antistreptolysin titre not increased. Liver function tests normal, except for a slight 
increase in alkaline phosphatase to 11-4 units. Liver biopsy showed normal tissue in serial 
sections. Stomach washings: No. T.B. X-rays of hands and feet normal. 

Chest X-rays.—An early film in May shows infiltration below the left clavicle, not seen 
in later films. The hilar glands are a little enlarged. They are far more prominent in July 
(Fig. 1), but smaller and harder in October (Fig. 2) when the fine reticula: striation below 
both clavicles is easily seen. 





_F i. 1 (6.7.50). — Prominent hilar shadows. Slight Fic. 2 (12.10.50).—Fine reticular 
mcr ise in lung markings. A left subclavicular infiltration striation in right hemithorax. The 
seen wo months earlier has disappeared. hilar opacities are smaller and harder. 


F; 1.—Cum. 1 
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Discussion.—Pulmonary tuberculosis, in its orthodox sense, deserves serious consid «ation. 
The patient’s age, the insidious onset, the almost symptomless pyrexia and the inf) ‘ration 
as seen in an initial X-ray film below the left clavicle all point to this diagnosis. Th ; same |) 
infiltration, however, had practically disappeared in subsequent pictures when t! » hilar 
shadows were more definitely enlarged. There was no sputum and gastric as) ration 
revealed no tubercle bacilli. In addition, no improvement occurred after three weeks’ 
treatment with streptomycin. More important still, is the fact that the Mantoux r ictions 
in concentrations of 1 : 100 have been repeatedly negative. Had this been tube culous 
infiltration, one would have expected the tuberculin test to be strongly positive, «ven at 
the very first examination. 

The reticuloses as a group cannot be easily excluded. The finding of infracla.icular 
infiltration prior to gross hilar enlargement is in their favour, as is also pyrexia of un.nown 
origin. Against it is the absence of palpable glands and spleen, and especially the pitient’s 
very favourable progress. 

This leads to the diagnosis which receives most favour, i.e. sarcoidosis. However, this 
suggestion cannot be supported by biopsy evidence and, furthermore, sarcoidosis is at 
least an unusual cause of pyrexia of unknown origin. 

In 300 instances of histologically proven cases of this disease in the American Army, W. 
Ricker and M. Clark (1949, Amer. J. Clin. Path., 19, 725) found a low-grade pyrexia in only 
15%. More often, i.e. in 14 out of their 22 autopsy cases, the patients had felt perfectly 
well and had died from accidental causes. In my patient the temperature reached over 
101° F. and fluctuated between 98° and 100° for sixteen weeks. 

In spite of these possible objections, sarcoidosis is the probable diagnosis for severa! 
reasons. Most other diseases have been excluded. The radiological appearances arz 
compatible with the diagnosis. Intolerance of calciferol has been met with in a high 
proportion of other cases of this disease. The tuberculin anergy is considered of high 
significance in a woman who has spent 26 years of her life in Bombay and the remaining 3 in 
London. And lastly the excellent progress leading to what appears to be a clinical recovery 
seems to agree well with other well-known examples of sarcoidosis. 


Obliterative Endarteritis of Femora! Artery—Disobliterative Endarteriectomy (Reboul’s 
Operation).— FRANK Forty, F.R.C.S. 

W. B., male, aged 55. First seen at Edgware General Hospital May 15, 1950. 

History.—Nine months’ intermittent claudication in right calf after walking 300-400 
yards. Weakness and numbness of foot. Smokes 15-20 cigarettes a day. 

Examination.—Colour of limb normal. No trophic changes. Pulses: right popliteal, 
posterior tibial and dorsalis pedis absent. Oscillometry: right calf, upper third 14, lower 
third 0. Arteriogram: obliteration of lower third of femoral artery. Main vessels below 
obliteration well filled by numerous collaterals (Fig. 1). 

First operation (August 24, 1950).—Right lumbar sympathectomy. 

Result.—Warm dry foot. Numbness relieved. Intermittent claudication not relieved. 

Second operation (September 7, 1950).—Pre-operative arteriography: appearances 
unchanged (Fig. 1). Wide exposure of femoro-popliteal trunk (A. K. Henry, 1945). After 
meticulous hemostasis Bazy clamps were placed on the artery above and below the 
obliteration and a Carrel clamp on the anastomotica magna. The artery was incised and a 
line of cleavage defined between the adventitia and external elastic limiting layer externally 
and the media, internal elastic limiting layer and intima with the contained thrombus 
internally (Fig. 3). This plane of cleavage was developed to just beyond the upper and 
lower extremities of the obliteration after progressively extending the longitudinal incision 
in the arterial coats to the full length of the thrombosis (10 cm.). After transversely 
sectioning the internal arterial coats above and below the thrombus the endarterium was 
removed. Numerous collaterals bled rhythmically as the small plug of thrombus extending 
for a few millimetres into their lumen was avulsed. Bleeding from these vessels was -on- 
trolled by passing temporary ligatures round them close to their junction with the main 
artery. The lumen of the disobliterated artery was restored by a single continuous suture of 
5 x 0 black silk. After removal of the clamps one bleeding point was secured by a st ‘ch. 
The wound was closed in layers with a drain at the upper end. Heparin was adminis‘ red 
intravenously throughout the operation and applied locally during suture of the ar’ ry. 
The clotting time measured on a glass slide was thirty-five minutes during the phas ol 
arterial suture. The administration of heparin was continued for thirty-six hours j »st- 
operatively so as to keep the clotting time at about fifteen minutes. 

Post-operative progress uneventful. 

Result (October 13, 1950).—The patient is free from symptoms and has had 10 
claudication since the endarteriectomy operation. The popliteal and posterior tibial pv ¢s 
are palpable. Post-operative arteriography shows restoration of lumen and blood-i \w 
through the affected segment (Fig. 2). 
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Fic. 1.—Pre-operative arteriogram: Fic. 2.—Post-operative arteriogram: 
showing obliteration of lower third of showing repermeation of disobliterated 
femoral artery. Main vessel refilled segment of femoral artery. 
distally by numerous collaterals. 




















Fic. 4.—Operation specimen. Note: (1) Plaques 
of calcification in the media. (2) On the left the 
endarterium lies open. It is free from thrombus 
here and lined by normal-looking intima. 


Fic. 3.—Diagram showing plane of cleavage. 
A, Line of cleavage. B, Adventitia. C, External 
elastic limiting layer. D, Media. E, Internal elastic 











— limiting layer. F, Intima. G, Thrombus with short 


Fic. 3 extension into collateral. 


ecimen.—Endarterium 10 cm. in length. Numerous plaques of calcification are visible 
in .e¢ media which forms its outer layer. At one end the endarterium extends beyond the 
cor ained thrombus. The lumen is here seen lying open and lined by normal-looking 
int na (Fig. 4). 
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Comment.—I am greatly indebted to Dr. Henri Reboul for much personal encour :ement 
and invaluable advice. His film shown before the Clinical Section (March 1950) emop- 
strates with the utmost clarity every step of the operation. My own experience cludes 
two further operations of disobliterative endarteriectomy. Segments of end. ‘erium 
measuring 15 cm. and 22 cm. respectively were removed, with satisfactory clinica’ esults, 
The case reported here is of particular interest in that it shows that disoblitera’ »n can 
abolish the symptom of intermittent claudication which was unaffected by umbar 
sympathectomy. Long-term prognosis must, however, take account of the prc :essive 
nature and multiplicity of the lesions characteristic of obliterative endarteritis. 

I wish to thank Miss M. Shaw for the photographs. 


REFERENCES 
Henry, A. K. (1945) Extensile Exposure Applied to Limb Surgery. Edinburgh. 
REBOUL, H., and Lausry, P. (1950) Proc. R. Soc. Med., 43, 547. 


(1) Penicillin Hypersensitivity Reaction with Purpura of Schénlein-Henoch Type. Acute 
Nephritis, and Angioneurotic (Edema. (2) Obesity and Diabetes Mellitus (Precipitated 
by Infection).—L. MiraseL, M.B., Ch.B. (for W. Ewart MAuon, M.R.C.P.). 

G. W. A., male, aged 60. 

History of present illness —On July 25, 1950, he noticed a septic spot on the back of his 
neck which rapidly enlarged to become a carbuncle. On July 31 he was given an injection 
of 200,000 units of sodium penicillin in sterile water, and this was repeated daily for a week. 
He had never had penicillin before. His tongue became swollen on the day following his 
first injection, and during the next day an itching rash appeared on his buttocks and legs. 
Over the next two days the rash became generalized, no area of skin being exempt. By 
August 20 his carbuncle had healed, but one of the lesions on the glans penis became 
infected and discharged profusely for a week. With the second infection sugar was dis- 
covered in the urine. On August 26 he noticed swelling of both ankles and insteps, on 
September 2 the dorsum of both hands became swollen, and the following day his lower lip 
became distended and discharged some “‘salty”’ fluid. 

1.9.50: Admitted to hospital. 

Healthy looking, rather obese man. Weight 13 st. 9 Ib. 

He was covered with urtice, papules, petechiz and ecchymoses in all stages of develop- 


ment. The individual urticarial lesions changed into purpuric spots over a period of hours | 


or days. 

Blood-pressure was 180/130. The heart was not enlarged. Heart sounds were normal. 

Investigations.—The urine contained sugar ++, 2% of protein, moderate numbers of 
leucocytes and numerous red blood cells with a small number of granular casts. Urinary 
output and specific gravity were low, the latter under 1015. 

Glucose tolerance test: The fasting blood sugar was 188 mg.°%; urine sugar +. At half- 
hourly intervals after glucose the blood sugar values were 285, 357, 360, 345 and 285 mg... 
glycosuria increasing pro rata. There was no ketonuria. 

Blood urea 23 mg.%. 

Blood-count: R.B.C. 5,050,000; Hb 115%; C.I. 1-1. W.B.C. 13,700, of which polys. 
were 57%, lymphos. 35%, monos. 4%, eosinos. 2%. Platelets 550,000 per c.mm. Bleeding 
time 1 min. 55 sec. Clotting time 2 min. 50 sec. Serum protein 7-20 grammes/100 ml., 
albumin 4-30, globulin 2-90. Hess’ capillary test was negative. 

Chest X-ray, cardiography and electrocardiography were substantially normal. 

Report on skin biopsy of a purpuric lesion: There is “cuffing’” of the capillaries and 
arterioles of the corium by proliferating mesenchymal cells, probably histocytes, small 
numbers of polymorphs and numerous eosinophils. Scanty red cells are to be seen lying 
outside a.capillary wall.. In the deeper layers of the corium there is more diffuse sprinkling 
of polymorphs with eosinophils amongst the interstitial collagen. The appearances con- 
form to those described in the Schénlein-Henoch type of purpura (Gairdner, D. (!‘ 48), 
Quart. J. Med., 17, 96). 

17.9.50: Penicillin skin sensitivity test produced a reaction within twenty-four } urs 
marked by intense local erythema and cedema at the site of application, with pr: ‘use 
et of petechie around the patch, and a recurrence of purpura over the who of 
the body. 

Progress.—He was at first treated with Phenergan 25 mg. t.d.s., low salt and protein ‘iet 
and small doses of insulin. His skin lesions faded over two weeks until revived by ‘he 
skin sensitivity test. His blood-pressure settled to 160/100 where it remained static. 

A fortnight after admission a profuse diuresis started, the urine being of low spe ‘ic 
gravity and containing considerable numbers of R.B.C. 

His diabetes settled very quickly, glucose tolerance test taken on 29.9.50 being aln ‘st 
normal. The highest blood sugar was 215 mg.°%; no glycosuria. 
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C..ument.—This patient’s condition belongs within the large group of “anaphylactoid” 
purpuras associated with alteration in capillary permeability and due to various causes— 
aller.v, chronic infections, drugs and avitaminosis. In view of the urticarial episodes, the 
pecu iar maturation of the skin lesions and the acute nephritis it may, for convenience, be 
described as of the Schénlein group. The absence of joint lesions is irrelevant. ; 

It appears often necessary that there should be a conjugation of the exciting agent with 
another substance, probably a protein, produced in the body resulting in a histamine-like 
toxin. Or that another substance is produced, e.g. during an infection, which renders the 
capillaries susceptible to damage by a further agent, in our case penicillin. As far as we 
know it is the first such case described as due to penicillin. 

The capillaries of the pancreas and liver do not seem especially sensitive to histio- 
toxin, and the diabetes therefore appears to bear no direct relation to the purpura. The 
only other possible exciting factor for the purpura is the carbuncle and its duration was 
too short to be a direct factor. 

Posrscript.—January 1951: This patient has not yet completely recovered from his purpura. He 
now concentrates urine up to 1020 and it contains a trace of albumin and some red cells only. 


Acute Glomerulonephritis Associated with Pyelonephritis, Bundle Branch Block and Return 
Extrasystoles due to Ventricular Extrasystoles with Retrograde Conduction.— 
A. Scuott, M.D. 
Male, 52 (49/5445). 
29.8.49: Admitted to Queen Mary’s Hospital for the East End with acute glomerulo- 
nephritis following pyogenic dermatitis and sore throat. 


On admission—Puffiness below eyes, B.P. 195/95. | Urine: Albumin heavy cloud, 
R.B.C. ++-+-+; culture: no growth. Blood urea 80 mg.%. Urea clearance 30% and 27% 
of normal. 

20.10.49: I.V.P.: very poor concentration of dye. X-ray of chest: heart shadow normal 
throughout. E.C.G. 3.11.49 (see Fig. 1, p. 152). Gradual improvement of renal function. 

9.11.49: Blood urea 63 mg.%, urea clearance 43% and 45% of normal. At about that 
time a discrepancy was noted between renal function as measured by ability to deal with 
nitrogen which was poor, and ability to concentrate other substances which was good. 
Also pus appeared in the urine which, on culture, showed a heavy growth of B. coli on 
6.3.50. This associated pyelonephritis was treated with penicillin and alkalis. On 
catheterization albumin and R.B.C. were found in both kidneys, 1 > r. No structural 
abnormalities revealed by X-ray examination. 

15.8.50: Readmission for pain in the right chest suggestive of angina of effort. E.C.G. 
(see Fig. 2, p. 153). Urine: heavy growth of B. coli, occasional trace of albumin, R.B.C. 
and pus cells. Blood urea 50 mg.%, urea clearance 45% of normal. 

27.9.50: Follow-up: General condition satisfactory. B.P. 180/100, blood urea 41 mg.%, 
W.R. and P.P.R. negative. E.C.G.: very few ventricular extrasystoles with varying 
coupling (see also Fig. 3, p. 153). 

Comment.—The association of acute glomerulonephritis with acute pyelonephritis is 
rare (Weiss and Parker, 1939). Such association has been described in 3 cases by Ehrstrom 
(1944), attributed by him to a parallergy since both conditions may occur a few days after 
tonsillitis. "Two cases of Raaschou (1948) showed this combination. The present case 
differs from the above reported ones by the illness starting as typical glomerulonephritis 
with sterile urine, signs of pyelonephritis appearing during convalescence from glomerulo- 
nephritis, whereas in the reported ones pyelonephritis was the condition present from the 
start. Another distinguishing feature of the present case is that the B.P. did not return to, 
or remain, normal, and that there is evidence of progressing coronary disease as evidenced 
by the development, within ten months, of right bundle branch block (Fig. 3). 

Return extrasystoles, that is premature ventricular beats due to the return to the ventricles 
of the same impulse which produced the preceding beat, are rare and are nearly always 
observed in A-V rhythm. The only other instance, in which return extrasystoles were 
precipitated by a ventricular extrasystole with retrograde conduction to the auricle was 
reported by Levin (1941). 

Grateful acknowledgment is made to Dr. A. A. Osman, under whose care the patient 

as admitted, for kind permission to demonstrate the case and publish his notes. 
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(3.11.49).—Lead aVf. The three strips are continuous. Ventricular extrasystoles (E.S.), 
ccurring in groups of two. Some of these (both in the top, the first in the middle and the last 
yttom record) are followed by a supraventricular beat the timing of which suggests the 
vy of its being a return E.S. This diagnosis is supported by the presence, in the ascending 
he T wave of the second E.S. of some of such groups, of a notch suggesting that an inverted 
is partially hidden in such T waves. Such auricular contractions occur outside the dominant 
and the interval between them and the subsequent P wave corresponds to the cycle length 
lominant rhythm. The most likely explanation is that such auricular contractions are due to 
ide activation of the auricles by the second E.S. of such group, this impulse returning to 
the ventricles a second time as return E.S. The lengthening of the interval following such 
E.S. suggests interference with the dominant sino-auricular (S-A) rhythm by retrograde con- 
of the impulse to the S-A node. The time relations of the beat following the first couple of 
the bottom record suggests retrograde conduction of the impulse to the S-A node with block 
The diagnosis of return E.S. was strongly supported by the observation of 
Note also that, in this record, there are no signs of bundle branch block. 
S: sinus node. A: auricles. A-V: atrio-ventricular node. V: ventricles. 
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Fic. 2 (16.8.50).—Lead 3. The two strips are continuous. The first 
group of two ventricular extrasystoles (E.S.) (top record) is followed by 
a compensatory pause. The second group (bottom record) is followed 
by an inverted P’ wave (clearly visible in the ascending limb of the 
T wave of the second E.S.) which, in its turn, is followed, after a P’-R 
interval of 0-14 sec., by a ventricular complex closely resembling those of 
the supraventricular beats. The second E.S. of this group is conducted 
in a retrograde direction to the auricles, thence returning to activate the 
ventricles a second time: Return extrasystole. Interval of retrograde 
conduction approximately 0-36 sec. P’-P interval 0-96 sec., with shifting 
of the dominant rhythm, indicating retrograde conduction of the impulse 
as far as the sino-auricular node. Note also intraventricular disturbances 


of conduction. 


Fic. 3.—Lead V.1. Top record: 3.11.49. No signs of bundle branch 
block. Bottom record: 11.10.50. Right bundle branch block. 
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Osteoporosis Circumscripta Cranii.—G. E. ViLvANDRE, M.R.C.S., L.R.C.P., F.F.R 


This patient is presented primarily as an accidental radiological finding wh:n she 
complained of some “tumours” on her skull. These so-called tumours are bosses, n't very 
large, but definitely palpable, over the occipito-parietal sutures and somewhat tende when 
she combs or brushes her hair. The radiograph of the skull (Fig. 1) caused me to svad for 
the patient with the hope that I might find some sign of evidence of hyperparathy: >idism 
associated with it. Clinically neither this nor osteitis deformans was obvious, but radio- 
logically Paget’s disease was definite in the pelvis (Fig. 2). 


























Fic. 1.—Radiograph of skull. Fic. 2.—Radiograph of pelvis. 


There is no thickening or bending of the tibia and these bones appeared normal, nor 
was there clinical evidence of any bone involvement. 

Sometimes she has some pain in the legs, more so when she gets into bed, but she can 
walk two or three miles a day. She complains of some headache, some deficiency of vision 
of long standing, some deafness which has been ascribed to catarrh. She is a retired teacher 
about 65, a woman of good intelligence and kindly ways and manners. 

A large portion of the skull shows marked loss of density due to osteoporosis in confluent 
and extensive distribution. The appearance is that of osteoporosis circumscripta cranii, 
sometimes called “‘Schiiller’s disease II’’. 

Such an appearance was described by Schiiller in 1926 as an accidental finding in 2 cases, 
as a sharply decreased density of the calvarium over the largest part of the anterior portion 
of the cranium. 

In the following year (1927) Sosman had a specimen of bone trephined from one of 
Schiiller’s original 2 patients. The histological findings were strongly in favour of Paget's 
disease and in 1929 Schiiller agreed that osteitis deformans and osteoporosis circumscripta 
cranii were connected. Also radiologically and from some post-mortems, opinions are 
agreed that it is a form or a precursor of Paget’s disease. But osteoporosis circumscripta 
cranii has been found to te associated with three cases of typical von Recklinghausen’s 
disease. In these, removal of a parathyroid tumour led to considerable improvement. _ 

It seems reasonable that osteoporosis circumscripta cranii can be associated with ostcitis 
deformans or on the other hand with hyperparathyroidism which is a clearly established 
endocrine condition. 

In 1948 Godlewski and Pecker described 2 new cases of osteoporosis circumscripta 
cranii. One of these suffered from severe epileptic crises which terminated in death . the 
other was associated with a ‘syndrome Parkinsonian fruste’’ which started with myoclonus 
of the buccal floor. 

In conclusion, osteoporosis circumscripta cranii is more often than not a radiolo: cal 
finding or surprise. It is more often associated with Paget's disease, but has been fo nd 
in hyperparathyroidism. The latter is definitely of endocrine origin. 

One is strongly tempted to think that osteoporosis circumscripta cranii, associated » th 
Paget’s disease and hyperparathyroidism, suggests that the former is also due to sc "¢ 
ductless gland deterioration or failure. 


REFERENCE 


Gop.ewskI, S., and Pecker, L. (1948) Bull. Soc. Méd. Hop. Paris, 64a, Nos. 26, 27, pp. 962 
3 figures. 
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Section of Endocrinology 
President—R. D. LAwrenceE, M.D., F.R.C.P. 


[October 18, 1950] 


Types of Human Diabetes 
SUMMARY OF PRESIDENT’S ADDRESS 
By R. D. LAwrence, M.D., F.R.C.P. 


Dr. R. D. LAWRENCE said that the advances of animal investigations of the pituitary 
and adrenal in the last twenty years have confirmed our clinical suspicions that the 
one term “diabetes mellitus” includes a variety of glycosuric conditions separate 
both in clinical type and in etiology. He proceeded to subdivide them. 

First he summarized the various experimental procedures which produce severe 
diabetes or mild glycosuria in animals. The majority were shown to produce islet 
destruction and insulin deficiency. 

After dealing with certain rare cases which depend on primary pancreatic destruction 
or primary disease of the pituitary or adrenals, he described two types which depend 
primarily on disturbances of fat storage. An absence of fat he described as /ipo- 
atrophic, and excess of fat as lipo-plethoric diabetes. The first is extremely rare 
(Lawrence, 1946, Lancet (i), pp. 724 and 773); the second is the commonest type of 
diabetes in middle-aged obese people. He thought this second type, who have no 
ketosis, were probably not dependent on insulin deficiency. 

He described another common type in younger ages, characterized by heavy 
ketosis leading to coma unless insulin is given. This was due to extreme insulin 
deficiency although the primary cause remained obscure and might be multiple. 


[November 22, 1950] 


Recurrent Peptic Ulcers with General Hypertrichosis Including Growth of Hair on the Bald 
Scalp and Later Development of Signs Suggesting Adrenal Failure.—H. S. LE MARQUAND, 
M.D., and G. L. Boun, F.R.C:S. 


Mr. H. C., aged 61, first seen February 1949. 


History.—Nothing significant in the family history, no previous important illness. For a 
w weeks before admission to hospital had complained of a bitter taste in the mouth, 
‘cessive salivation and urinary symptoms. December 1948: Weight 12 st. 4 1b. February 
149: Admitted to medical ward of Royal Berkshire Hospital for urinary symptoms. 
larch 1949: Prostatectomy performed by Mr. C. Latto. Section of prostate showed no 
alignancy. 13.4.49: Discharged home weil. Weight 10 st. 10 Ib. 


FEB.—ENDOCRIN. | 
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21.4.49 and 22.4.49: Vomited. 23-25.4.49: Hzmatemesis each day. Readmit :d to D 
hospital and transfused. Severe bleeding continued and therefore on 26.4.49 he was | cated ~ 
surgically (Mr. G. L. Bohn). A large duodenal ulcer was found eroding into the pa creas = 
and a partial gastrectomy was performed. He made an uninterrupted recovery an. was oid 
discharged on 15.5.49. \ 

June to October 1949: He was frail, incapable of effort, dyspneeic, and what was p: ‘ticu- of ¢ 
larly unusual as an early symptom after gastrectomy, he had a lot of pain in the epiga: rium 193 
and vomited frequently. Barium meal showed nothing abnormal but the symptoms b. -ame afte 
so distressing that a further laparotomy was undertaken. we 

Laparotomy (Mr. G. L. Bohn).—October 14, 1949: Huge spherical ulcer discovered in the rat! 
remaining stump of the stomach. Further gastrectomy done. Very little of the stomac!: left. ( 
The reason the barium meal had shown nothing abnormal was because the ulcer occ:ipied unt 


almost une whole of the stomach. He recovered well and was discharged symptom free. 
November 7: Further hematemesis. Blood transfusion 4 pints. As a life-saving mesure 
a third laparotomy (Mr. G. L. Bohn) had to be undertaken. A large ulcer with indurated 
base and edge was found in the efferent limb of the jejunal loop. The rest of the stomach Mi 
was healthy and was removed with ulcer and neighbouring jejunum, i.e. total gastrectomy. 
Biood transfusion 4 pints. He made a good recovery. Dr. John Mills reports that histology 


of the stomach showed very large numbers of oxyntic cells. The development of ulcers in this 14 
way is unique in the surgeon’s experience and is the first very unusual feature of the case. on 

The second point of interest is the development of signs suggesting adrenal failure, as co 
follows: February 16, 1950: Dark black patches of pigmentation noticed on dorsum of bu 


the tongue and on the buccal mucous membrane. March 3, 1950: Feeling extremely weak 
and incapable of effort. Losing weight. Patches on the tongue have become darker and 
larger and pigmentation on the mucous membrane under the tongue has appeared. March 
12, 1950: Weight 8 st. 10 lb. During the month the blood pressure fell to 90/70 mm.Hg. 


End of the month admitted to the Royal Berkshire Hospital, treated with adrenal cortical ha 
extract in considerable doses with great improvement. 
March 1950: 17-ketosteroids 9-7 mg. per twenty-four hours. K. 21-3 mg.°%. Na 35 
382 mg. %. ce 
Chlorides 618 mg. °%. ar 
April 1950: Improved considerably with treatment which was continued with D.O.C.A. bt 
linguets and 400 mg. of D.O.C.A. were implanted. It was noted that the D.O.C.A. linguets e) 


had an immediate effect in stopping excessive salivation and water brash. Has been treated 
since with D.O.C.A. linguets and methyl testosterone in varying dosage up to the present 
(November 1950). September 1950—a number of discrete raised pigment patches occurred 8 
on the trunk and neck. This suggested new growth. Biopsy showed only excess pigment 
consistent with Addison’s disease. 

The third point of interest formed the most unusual feature of all. After the second 


gastrectomy (October 14, 1949) most unusual hair growth occurred. All parts of the body 0 
except the palms and the soles became covered with hair. On the face, forehead, eyelids and 
ears, this was a downy lanugo type of growth. On the rest of the body it was transitional in d 
character between lanugo and ordinary hair. On the body and legs the hair grew at the rate it 
of 2 in. a fortnight up to a length of 6 in. and had to be cut because of its great inconvenience. a 
More remarkable than this, the scalp which had been bald for 28 years at least (baldness is a 
clearly shown on a photo taken in 1922) a growth of thick hair took place of a golden brown 5 
colour different in colour from the original which was light brown. Pubic and axillary hair f 
were included in this abnormal growth but the seborrheic glands were not stimulated, the s 
skin remaining dry. 3 
At the present time the general condition is improving. The hair growth continues t 


unchanged. Recent chemical investigations show nothing of importance. Radiograph of 
adrenal regions normal. Radiograph of pituitary fossa normal. 


Mr. G. L. Bohn: There was nothing unusual about this case when I treated the patient at (h 
time of his first hemorrhage. He had a large duodenal ulcer invading the gastroduodenal arter’’; 
se was not allowed to become seriously exsanguinated and he recovered from his operation sat’ - 
actorily. 

The appearance soon afterwards of an extremely large gastrojejunal ulcer was unusual. T! 
condition occurs in less than 1°% of our patients. After the second gastrectomy he had only a sm 
cuff of stomach around the cardia, yet in spite of this another ulcer 2 in. (5 cm.) in diame! 
appeared in less than one month. 

My own opinion of this case is that his hair growth and other endocrine changes cannot 
attributed to malnutrition or severe blood loss. I believe that his recurrent ulceration may have be: 
caused by the same factors which have been responsible for these other changes—perhaps a lesi« 
in the hypothalamus. 


Professor C. H. Gray asked whether it was possible that diarrhoea could have resulted in sa 
deficiency? 
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Dr. L. Simpson: In severe anorexia nervosa a degree of adrenal insufficiency and a generalized 
dow! ywth of hair all over the body together with stronger hair on the lips is sometimes met with. 

In potato famine of the nineteenth century in Ireland, long fine hair, several inches in length, 
grew »ver the body and face, especially in children but also in adults, and in women there was in 
additi' : coarse hair on moustache and beard regions. 

Vite \in deficiency diets in animals produce enlargement of the adrenals together with degeneration 
of celi. and hemorrhages. He had described secondary pellagra in this country (Quart. J. Med., 
1935, 4. 14), the food intake being small but poor absorption making it of even less nutritive value 
after gastrectomy or gastro-jejunostomy. Virilism or pseudo-hermaphroditism in children might be 
associated with adrenal insufficiency and a craving for salt. 


He was inclined to the view that the features in the case were probably a sequel to the gastrectomy, 
rather than coincidental or causal to the ulceration. 

Gastroduodenal ulceration had been described secondary to a parathyroid adenoma but this was 
unusual and was only mentioned in passing. 


Dr. Le Marquand, in reply to Professor Gray, said that the patient had had no diarrhcea at any time. 


Male Hypogonadism with Unexpected Response to Testosterone Therapy.—G. I. M. Swyer, 
D.M., M.R.C.P. 

The patient, a carpenter aged 27, was first admitted for investigation on 21.6.47 (when 
24 years old) complaining of high-pitched voice, lack of necessity to shave, embarrassment 
on account of youthful appearance, physical weakness, underdeveloped genitalia and a 
complete absence of seminal emissions though erections did occur. He wished to get married 
but felt doubtful regarding his ability to fulfil the functions of husband and parent. 


Past history —Mumps before the age of 9. In 1944 he was treated with methyl testosterone 
for five months, without effect. 


Family history —Three brothers and sisters living, and apparently normal. One brother 
had tuberculos's of which he died at age of 19, and father also died of tuberculosis. 


Physical examination.—Height 67} in., upper measurement 323 in., lower measurement 
35 in., span 70 in., weight 1264 lb. Poor muscular development. Chest, heart, abdomen, 
C.N.S. were within normal limits. Downy hair on upper lip; has never shaved. Axillary 
and pubic hair present but rather scanty; no hair on chest. Penis short, testicles descended 
but small and with diminished sensation. (The genitalia were about what would have been 
expected for a boy of 15 years.) 

Investigations —B.M.R. + 16. 17-ketosteroids 10 mg. per twenty-four hours. Blood 
glucose curve normal. Chest X-ray normal. Ununited epiphyses at distal end of radius and 
ulna. Sella turcica small but within normal limits; metopic suture present. 


Treatment.—July 1947 : Implantation of 200 mg. testosterone, together with testosterone 
propionate 25 mg., three times weekly for three months. 800 mg. testosterone implanted 
on 22.4.48 and again on 2.9.48. 

Re-examination (6.10.50).—Height 693 in. Weight 160 lb. Average normal muscular 
development. Face and body hair present in normal amounts. Penis and testicles normal 
in size though the latter were of soft consistency. Voice still a little high pitched. Thus, 
although no androgenic treatment has been given for more than two years, the effects of 
androgenic stimulation have persisted. He has been shaving about every other day and 
seminal emissions have occurred. A seminal specimen examined on 9.10.50 revealed the 
following: Volume 4:3 ml.; density 268 million sperms per ml. Activity and viability 
satisfactory (motility index at three and a half hours 3, at ten hours 2}—maximum 4); 
34°% abnormal forms. Urinary gonadotrophins less than 5 mouse units per twenty-four 
hours; 17-ketosteroids 7-4 mg. per twenty-four hours. 

Comment.—This patient resembles some of those described by Hurxthal et al. (1949). 
\s those authors point out, it is impossible to be certain that the observed improvement 
would not have occurred in the absence of treatment, but it would clearly be wrong to 
gard this case as one of delayed puberty with eventual puberal changes occurring spon- 
neously, or even as the result of treatment, because puberty had already begun though it 
d not progressed to completion. Mid-puberal arrest, rather than delayed puberty, would 

the more appropriate description, and since it is difficult to see why the puberal process, 
ving once been arrested, should re-commence spontaneously, it is not unreasonable to 
nclude that the treatment given may have played a part in bringing about the changes 
served, including spermatogenesis. 
That testosterone may affect the testis directly is clear from the work of Krohn and 
ickerman (1950), Simpson and Evans (1946) and others; that it should determine the 
¢ ntinued normal functioning of the pituitary-gonad axis, even after its administration has 
en stopped, is less easy to comprehend, and to ascribe to it a “priming” action (Hurxthal 
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et al.) does not seem to be an altogether satisfying explanation. If we accept as a wi king 
hypothesis the scheme of interrelationships between pituitary and testis as suggesi i by 
Howard et al. (1950) (see Fig. 1a) and postulate further a stimulating effect of testos: rone 
on the pituitary production of follicle-stimulating hormone (F.S.H.) (and an inhibitir — one 
on that of luteal hormone, thereby making the reiationship symmetrical, Fig. 1b), it bec »mes 
possible to see why the administration of testosterone to a patient with delayed or ar -sted 
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(a) (b) 


Fic. 1.—The relevant part of the schematic diagram illustrating the pituitary-testicular inter- 
relationships as envisaged by Howard et al. (1950) (a) and the suggested additional effects of testos- 
terone (b). 

F.S.H. = follicle-stimulating hormone; L.H = luteinizing hormone; S Sertoli cells; G 
germinal epithelium; L = Leydig cells; ‘*X” **X” hormone; A androgenic hormone 
(presumably testosterone). 


puberty due to insufficiency of F.S.H. secretion might restart the normal pituitary-gonadal 
train of activity. That activity, once started, might well be expected to persist on stopping 
the treatment, since the induced increase of F.S.H. production would lead indirectly to further 
testosterone elaboration which, in turn, would maintain the level of F.S.H. production. 
Such an explanation, it is felt, might account for the results in this patient and in some of 
those reported by Hurxthal et al. 
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Dr. A. W. Spence: It is well known from experimental work on hypophysectomized animals th. 
testosterone is essential for the maintenance of spermatogenesis. In the case in question I dot 
very much whether a course of testosterone, given over a limited period, could permanently ™ 
establish normal sexual function, because I consider that androgenic treatment in hypogonadism ‘s 
merely a replacement therapy and that the hypogonadal state recurs on discontinuing treatme: 

I am of the opinion that this patient was a case of delayed puberty and that his genital developme 
would probably have occurred without any androgenic treatment. 


Dr. P. M. F. Bishop described a case of a man of 23 who was a typical eunuchoid with hypoplasi 
lack of pubic hair, a high-pitched voice and who did not shave, nor experience erections or emissio! 
A six weeks’ course of testosterone propionate 25 mg. three times a week was given and the patie 
was not seen again for six years, by which time he had developed into a completely normal ma 
adult with a moustache. A seminal specimen shows a sperm count of 25,000,000 per ml. Dr. Bish« 
considered that this was a case of delayed puberty and that the androgenic treatment was probab 
of no consequence in the final development of the patient. 
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Thyroic \cropachy.—RAYMOND GREENE, D.M. 


In il 1950, a man aged 74 was seen by Mr. Eugene Wolff at the Royal Northern 
Hosp complaining of failure of vision. He was found to have very severe exophthalmos 
and w:.. referred to me. 

2? he had been treated at the National Heart Hospital, where he was found to have 
exoph!nalmos, an enlarged thyroid, an enlarged heart, and chronic bronchitis. The heart- 
rate then was 60 and the rhythm regular. The blood pressure was 155/85 and on another 
occas 120/80. The E.C.G. was normal. An X-ray showed “a ham-shaped heart with 
wide, jong, atheromatous aorta”. There was no tremor. The B.M.R. was not measured. 
His fingers were clubbed. Under treatment with potassium iodide the goitre disappeared, 
but about three years ago his eyes became more prominent and soon he was unable to close 
them. The clubbing of the fingers had greatly increased, especially in the last eight months. 


On examination he was found to be a slightly obese man, very feeble and almost blind. 
The eyes lay outside the orbits, supported by grossly oedematous eyelids (Fig. 1). The 


In 








Fic. 1. Fic. 2. 


conjunctive were oedematous and inflamed and there was bilateral cataract. The pulse-rate 
was 70, but subsequently at rest varied between 55 and 70. The blood pressure at rest was 
165/95. The heart was enlarged. The thyroid was impalpable and there was no tremor. 
The skin was cold and dry and there was slight oedema of ankles and sacrum. The lungs were 
emphysematous. Apart from the exophthalmos, the most striking abnormality was seen in 
the fingers, which showed a remarkable degree of clubbing (Fig. 2), with enlargement of the 
second phalanges of the third and fourth fingers of the right hand and the third finger of 
the left. The toes, especially the great toes, were also clubbed. A few subcutaneous 
hemorrhages had occurred on the dorsum of both wrists. There was some pretibial thickening 
of the skin which, though not characteristic, might be regarded as pretibial myxoedema. 


The following investigations were performed in the Thyroid Unit at the New End 
Hospital: 

Urine: Very faint trace of albumin. Slight infection with Staph. albus and Strep. faecalis. 

Blood: R.B.C. 6,100,000; Hb 100%; W.B.C. 11,000 (polys. 74%, lymphos. 24%, 


monos. 2%). Platelets 133,000 per c.mm. W.R. and Kahn negative. Urea 22 mg. per 
100 ml. Cholesterol 216 mg. per 100 ml. Sugar (fasting) 84 mg. per 100 ml. 


SERUM 
Inorganic phosphorus 2 mg. per 100 ml. Bilirubin .. .. 0-2 mg. per 100 ml. 
Calcium .. ~~ 20 «a ww = Acid phosphatase . . Pare 
Proteins: Alb. 5:1 grammes ,,_ ,, ,, Alkaline __,, ~~ ae. a 
Glob. 2:2 grammes ,,__,, ,, Thymol turbidity .. 2 units. 


Exophthalmometer readings: R. 4 cm., L. 3-5 cm. 
17-ketosteroid excretion: 9:2 mg. in twenty-four hours. 
B.M.R. Standard normal. 

‘irculation rate (saccharine arm to tongue method) 25 sec. 
E.C.G. Left axis deviation. 
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X-rays—Chest: boot-shaped heart with left-sided enlargement. Shadow in thorac > inlet. 


Moderate emphysema. Bronchogram shows no evidence of bronchiectasis. Hands Sub- | 
periosteal new bone formation along the shafts of phalanges and metacarpals (} ig, 3), | 


Skull normal. 
He was treated with mersalyl and with thyroid, of which he had 5 grains daily. His ; <neral 
condition greatly improved, the oedema of the lumbar region and legs disappeared, a:.d that 























Fic. 3. 


of his conjunctive and lids lessened. He claimed to see better, but the change in this respect 
was probably due to improved morale. There was no significant change in the degree of 
exophthalmos. 

Postscript.—The patient died suddenly in February 1951. The findings at autopsy will 
be reported. 


DISCUSSION 

An extreme degree of clubbing of the terminal phalanges sometimes accompanied by 
subperiosteal new bone formation has been reported in association with thyroid disease on 
four previous occasions. Thomas (1933) described a male negro who in 1926, at the age 
of 22, had a thyroidectomy for severe diffuse toxic goitre with exophthalmos. Eight months 
after operation clubbing of the fingers began and by 1929 had progressed to an extreme 
degree. He had thickening of the middle metacarpals and cedema of the legs. The 
exophthalmos had not increased. The B.M.R. was —9°%. X-rays showed tufting of the 
terminal phalanges and subperiosteal new bone formation affecting the phalanges and 
metacarpals, both less severe than in the present case. By 1931, however, the B.M.R. had 
fallen to —20°%, and the bone changes had progressed to a state exactly like those in the 
present case. Capillary microscopy showed dilatation of the venous side and extreme 
tortuosity of the arterioles. The chest was normal. Thyroid was administered without 
benefit. Thomas, who claimed that his patient was the first to be described, suggested that 
the bone changes were due to a sudden reduction in blood flow during the change frm 
hyperthyroidism to hypothyroidism. 

A second case was described by Cushing in 1937. His patient also was a negro, 38 ye ‘rs 
old, who was subjected to thyroidectomy for exophthalmic goitre. His B.M.R. bet: re 
operation was + 55%. He remained well for seven years, when clubbing of the fingers 2” 4 
swelling of the legs occurred and his B.M.R. was found to be — 24%. 

In 1941, Rynearson and Sacasa described a third case. The patient was a male white v0 
in 1937 was subjected to thyroidectomy for exophthalmic goitre. His clubbing set in 
weeks later and was associated with symptoms and signs of myxeedema. His B.M.R. \ 

-13%,. Both the exophthalmos and the bone changes progressed and there was gradual | 
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of vision. Swelling and pain occurred in the legs and the dorsum of the feet. Thyroid therapy 
appeared to improve him. — 
Dr. E. A. Carmichael kindly asked me to see a fourth case, which was shown to the 


| Section of Neurology of the Royal Society of Medicine on November 2, 1950. The 


patient was a young man in whom severe exophthalmos and clubbing had occurred without 
definite evidence of preceding thyrotoxicosis. X-rays did not, in this instance, show 
subperiosteal new bone formation on the phalanges and metacarpals. 

The five cases are alike in that all occurred in males and all were associated with severe 


’ exophthalmos and with hypothyroidism. In the three cases first described a severe hypo- 


thyroidism supervened on a previous severe hyperthyroidism. There is some room for 
doubt as to whether this was so in Dr. Carmichael’s or in the present case. The evidence 
for a previous hyperthyroidism is incomplete. Thomas’s suggestion that the bone change is 
brought about by a sudden change in blood flow is hardly compatible with the fact that in 
Cushing’s case the changes set in seven years after operation. In the present case clubbing 
was already present when the diagnosis of thyrotoxicosis was made in 1932, but it only 
became severe (if relations are to be believed) seventeen years later. Moreover no such 
sudden change in blood flow is likely to have occurred, for the cardiovascular signs seem 
to have changed little during this period of time. 
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Mixed Type of Cushing’s Syndrome and Adrenogenital Syndrome due to Adrenal Cortical 
Carcinoma.—A. W. SPENCE, M.D. 

A married woman, aged 47, with a five years’ history of profuse menstrual periods lasting 
for seven to ten days; fifteen months before admission to hospital her face began to become 
florid; six months later she developed dull aching substernal pain on exertion, menses 
became irregular and scanty, she began to gain in weight and observed excessive growth of 
hair on the face and body. Amenorrhcea for seven months before admission. 

On examination, plethoric, fat face with beard and moustache (shaved); Cushing type of 
obesity; petechial eruption over upper chest, neck and arms; hirsuties of body, forearms 
and legs and male type of pubic hair; B.P. 240/130; no purpuric strie; no glycosuria; 
weight 12 st. 12 Ib. 

Investigations —Blood count: R.B.C. 5,500,000, Hb 110%; colour-index 1-0; W.B.C. 
10,000 (Differential normal). 

Glucose tolerance: Fasting blood sugar 88 mg.%; blood sugar at half-hourly intervals 
after ingestion of 50 g. glucose—157 mg., 230 mg., 229 mg., 157 mg. %. 


Basal metabolic rate: plus 43%. Serum phosphorus 3-2 mg. %. 

Urinary 17-ketosteroids: 42-5 mg. in twenty- Serum chlorides 603 mg.% (as NaCl). 
four hours: it is of interest that dehydroiso- Serum sodium 356 mg. %. 
androsterone was not found. Serum potassium 21-4 mg. %. 

Urinary corticosteroids: 1-3 mg. in twenty- Alkali reserve: 61-4 vols. CO, per 
four hours. 100 c.c. serum. 


Serum calcium 9-5 mg. %. 

X-ray pituitary fossa normal. 

X-ray dorsal and lumbar spine: no osteoporosis. 

[..V.P.: right kidney appears rather ptosed; excretion normal. 

X-ray after perirenal insufflation showed a circular shadow 5 cm. in diameter in the region 
of the right adrenal gland, suggestive of an adrenal tumour. 

29.11.49: Left adrenal gland explored by Mr. Ellison Nash and found to be normal. 

13.12.49: Removal of a tumour of the right adrenal gland, which histologically was a 
carcinoma. Fuchsinophil reaction negative. 

18.12.49: Urinary 17-ketosteroids 6 mg. in twenty-four hours. B.M.R. plus 30%. 
Glucose tolerance: 110 mg. (fasting), 190, 215, 210, 130 mg.% 

8.1.50: Discharged from hospital; plethora less and shedding hairs on the legs. Weight 
Il st. 3 Ib. 

7.2.50: Period started and lasted seven days; B.P. 200/115. From this date periods 
regular. Glucose tolerance 108 (fasting), 210, 140, 102, 102 mg.% 

12.6.50: 17-ketosteroids 2-1 mg./day. 

26.10.50: 17-ketosteroids 5-0 mg./day. B.P. 180/85. Wt. 12 st. 9 lb. During the six 
months after adrenalectomy gradual loss of hair on arms, legs, back, chest and abdomen; 
hair on face not falling out, but comes out with tweezers; still shaves. 

Fer.—ENDOCRIN. 2 
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Adrenal Virilism: Abnormal Response to ACTH.—A. StuArT MAson, M.R.C.P. 

Case history.—Female, aged 6 years 11 months. Has four siblings, all normal. She was 
noticed to have an enlarged clitoris at birth. Since that time she has been healthy, recovering 
from minor infections normally. Since the age of 5 years it was noticed that she was growing | 
more rapidly than normal, and there was an increasing growth of pubic hair. She has the H 
normal interests of a little girl, but has greater muscular strength than the average. On 
occasions she has had severe frontal headaches followed by a vomit, the whole attack lasting 
a few hours. 

On examination.—Height 3 ft. 114 in. Weight 3 st. 8 lb. Normal feminine little girl, thin 
but well-developed muscles. Complexion clear. No facial hair. Body hair within normal 


limits except for small amount of axillary hair and profuse pubic hair. No breast development. > 


Labia majora greatly developed in comparison to age. Clitoris greatly enlarged. Small 
vaginal orifice, separate from urethral opening. Uterus felt per rectum. 
All other systems normal. B.P. 115/75. 












Investigations.—X-ray skull and intravenous pyelogram apparently normal. Bone age 
(from X-rays) about 12 years. 17-ketosteroid output varying from 20-40 mg. per twenty-four 
hours. 8 fraction normal (17-ketosteroids were 11 mg. per twenty-four hours at age of § 
years). 

Four-hour eosinophil test with ACTH and later with adrenaline showed no significant 
eosinopenia. 

The patient was kept on a diet constant in NaCl, water and nitrogen content. After a 
four-day control period she was given ACTH six-hourly for four days (equivalent of 50 mg. 
Armour’s standard daily). This resulted in a rise of 17-K.S. output. But there was no fall 
in circulating eosinophils, and no change in the urinary sodium, chloride and potassium. 
At a later date she was placed on a low salt (less than 0-5 gramme daily) diet, which resulted 
in an immediate diminution of urinary NaCl. 





Fic. 1. 


Comment.—A diagnosis of adrenal virilism was made. As the condition was present at 
birth and had progressed slowly, it was evident that adrenal hyperplasia, not tumour 
formation, was the underlying pathology. There was no evidence of Addison’s disease 
supervening, and the patient responded normally to salt withdrawal. In response to ACTH 
there was an increased excretion of 17-ketosteroids, but no evidence of metabolically active 
hormones being produced. It is suggested that in this case 17-ketosteroids are formed from 
hormone precursors, and not from breakdown of adrenal hormones. The absence of salt 
retention with ACTH, together with a normal inhibition of salt excretion with diciary 
restriction of salt, suggests some control of salt balance apart from ACTH release.. Adrenal 
virilism appears to be due to an abnormal adrenal response to normal pituitary stimulat:on. 
This is in accord with the findings of Bartter et a/. (1950) J. clin. Invest., 29, 2797. 
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8 fraction as percentage. Upper right inset—eosinophil response four hours after ACTH and 
adrenaline (Dr. Stuart Mason’s case). 

Dr. F. T. G. Prunty: The fact that there was no lack of ability to retain salt in this case, coupled 
with the observation that ACTH produced increased 17-ketosteroid excretion in the absence of salt 
retention or eosinopenia, is of great importance. If Dr. Mason’s interpretation, that the adrenal 
cortex was unable to synthesize glucocorticoid, is correct, the findings should be considered in the 
light of the work of Deane, indicating the secretion of salt-retaining steroids in the rat, independently 
of the action of ACTH. 


Post-partum Simmonds’ Disease with Subsequent Pregnancy and Spontaneous Improvement.— 
P. M. F. Bishop, D.M., and R. R. DE Mowsray, B.M., M.R.C.P. 
Mrs. J. A., aged 27, a housewife with one child living. 
Past history.—Uneventful, except for asthma since the age of 19. 
History of present condition —The menarche occurred at the age of 13 and menstruation 
was subsequently normal. 
At the age of 22 she had her first child. There were two or three slight shows during the 


nt at pregnancy and a severe post-partum hemorrhage which necessitated a blood transfusion 
nour of four pints; bleeding continued for three weeks. The child survived only two days. 

ease Following the confinement, she became very sensitive to cold, complained of lassitude, 
TH and headache, lost weight from 9 st. 4 Ib. to 7 st. 6 Ib. and developed great muscular weakness. 
ctive Menstruation did not return, except for a slight show three months after the confinement 
rom and again four months after. 

salt At the age of 23 she became pregnant again but miscarried at 3 months. 

lary \t the age of 24, having still had no menstrual periods, she became.pregnant for the third 
enal time and Continued to term. During this pregnancy she improved. considerably, gaining in 
Hon. weizht up to 9 st. 10 lb. She became less tired-and could walk more easily. The child survived, 


and is still alive and well. 
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One month after the confinement, however, she had a severe vaginal hemorrhage iasting 
twenty-four hours. She now began to develop a thickening of her face and lips, and her face 


became sallow in complexion. Her skin became dry and rough, and her hair also became | 


dry and began to fall. She lost all libido, she became slower in her actions and in her 


cerebration, feeling as though she were “outside herself” and “‘watching herself do things”, : 


She became depressed and irritable, and unable to look after her house properly. Her 
appetite, at first capricious, has become uniformly poor; her bowel habit has remained normal. 
In the past few weeks she has complained of attacks of vertigo, and has been inclined to fall, 


She was investigated at her local hospital a year after her second confinement and was 
noticed to be very apathetic, with cold, dry, and scaly skin, and falling hair, and the glucose 
tolerance curve was flat. She was treated with thyroid, up to 6 grains daily, without much 
benefit, and without any untoward effects. 


When seen in September 1950 she presented a myxcedematous appearance, with coarsening 
of the features, a sallow complexion, slight malar flush, coarse dry hair, and a dry scaly 
skin. Her speech was slow, thick and hoarse. There was no loss of pubic or axillary hair. 
The breasts were normal. Temperature was mainly between 96 and 97°F., pulse-rate 60 to 
70. Blood pressure was 105/70. 


Special investigations.—The positive findings were as follows:— 

B.M.R.—45%. Serum cholesterol 420 mg. per 100 c.c. Serum protein-bound iodine 1-9 
micrograms per 100 c.c. Urinary 17-ketosteroids 2-42 mg. per twenty-four hours (ketonic 
fraction). Glucose tolerance curve: fasting blood sugar 112 mg. per 100 c.c., 94 mg. at $hr., 
125 mg. at 1 hr., 125 mg. at 2 hrs., 103 mg. at 24 hrs. Electrocardiogram: low voltage 
QRS and flat T waves in all leads. 


Treatment.—Testosterone 200 mg. was implanted subcutaneously on 23.10.50. This was 
followed within a few days by considerable symptomatic improvement. 


Comment.—This is a case of partial destruction of the anterior lobe of the pituitary, the 
striking feature being the occurrence of two further pregnancies, the second proceeding to 
term and being associated with considerable improvement. 


Varicose Ulceration of the Legs and Myxedema and Goitre following Application of 
Resorcinol Ointment.—QUENTIN J. G. Hopson, B.M., M.R.C.P. 


History.—A newsagent, aged 54, had varicose veins with ulceration of the legs for eight 
years, treated with local applications and bandaging. From October 1949 to April 1950 
he applied a proprietary ointment containing 4% resorcinol, and subsequently ung. resorci- 
nolis B.P.C. (12% resorcinol) to his ulcers once a day. 

In June 1950 complained of increasing weakness, pallor, lassitude and dyspepsia for 
four months, with swelling of the neck and hoarse voice for two weeks. 


On examination (26.6.50).—Pale, obese, dry puffy skin. Myxcedematous facies; slow 
speech; hoarse voice; and swollen neck (Fig. 1). Thyroid soft and diffusely enlarged 
to four times normal size. No bruit. 

C.V.S.: P. 60/min. Regular B.P. 120/70. 
Large varicose ulcers of both legs. 

Urine: Normal: dihydroxyphenols present 
in excess. 

Investigations. —B.M.R. —16%: Blood 
cholesterol 155 mg. %. 

Protein-bound iodine less than0:Sy%,. E.C.G. 
rate 50: Low voltage flat T waves. 

Course.—Since the application of resorcinol 
ointment to his ulcers ceased on October 4, 
1950, his general well-being has improved and 
the features of myxcedema have disappeared. 

November 22, 1950: No symptoms and no 
signs of myxcedema now remain. The goitre 
was smaller but still palpable; and the varicose 
ulceration almost healed. 

Blood: Protein-bound iodine: 5-5 y%. Cholesterol 186 mg. °%. 
E.C.G. normal. 





Fic. 1.—Showing puffy myxcedematous 
facies and full neck due to goitre. 
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thyroid uptake of a tracer dose of 100 yc of Iodine 131 was increased. On reapplication of 
the ointment (period C), the uptake by the thyroid was greatly diminished and urinary 
excretion of the diagnostic tracer dose increased. Finally, withdrawal of the ointment has 
resulted (period D) in clinical recovery and a return of the protein-bound iodine (P.B.1.) to 
normal levels. 

Comment.—This syndrome of goitre and myxcedema due to prolonged self-medication 
of varicose ulcers with resorcinol ointment is not well recognized, although the present 
National Formulary contains two ointments whose prolonged administration might produce 
thig, effeet. Our experience suggests that the development of myxcedema and goitre in an 
adult is an uncommon occurrence which has usually followed the use of goitrogenic agents, 
and is occasionally seen in Hashimoto’s disease. 

Bull and Fraser (1950) first reported this syndrome in three patients observed at Hammer- 
smith Hospital. Among 70 adult patients examined with apparently spontaneous myxcedema, 
4 patients have been shown to have developed myxcedema and goitre following resorcinol 
application, which probably caused the same syndrome in 2 further patients. 

All these patients had applied resorcinol ointment to their varicose leg ulcers for some 
months without medical supervision, before the symptoms of myxcedema and goitre had 
appeared. 

REFERENCE 

BULL, G. M., and Fraser, R. (1950) Lancet (i), 851. 


Diabetes Insipidus with Honeycomb Lungs: Presumed Normocholesteremic Xanthomatosis.— 
A. A. G. Lewis, M.D., M.R.C.P., and J. SMART, M.D., M.R.C.P. 

Dr. Lewis: This patient, a male aged 21, was admitted to the Connaught Hospital in 
July 1950 with increasing thirst and polyuria, up to 10 litres per twenty-four hours, of a few 
months’ duration. There were no other symptoms, no abnormal physical signs and no 
relevant family history. An attack of pneumonia occurred two years ago, but there has 
been nothing to suggest a pneumothorax. Urine normal; S.G. always less than 1003. Urea 
clearance 90 c.c./min. Blood cholesterol 118 mg.%. C.S.F. normal. W.R. negative. X-rays: 
P.A. and tomograms of chest: multiple small cysts, not filling with lipiodol on broncho- 
graphy (Figs. 1, 2 and 3). I.V.P., skull, pelvis, spine and long bones normal. Hypertonic 
saline test (Carter and Robbins, 1947)—no response. Nicotine test (Lewis and Chalmers, 
1951)—he inhaled cigarette smoke until he vomited several times. There was profuse 
sweating, pallor and vertigo, but no fall in urine volume or rise in chloride concentration. 
The response to intravenous pitressin was normal, showing that the renal tubules were not 
insensitive to anti-diuretic hormone. Of 13 cases of polyuria that Dr. Chalmers and I have 
now tested, this is only the second in which there has been no release of ADH whatever, 
and we believe that it indicates complete destruction of the neurohypophysis. 

This patient’s polyuria is completely controlled by 1 c.c. *‘Posthyposan” (Choay) sub- 
cutaneously daily. This is a preparation of pituitrin with polyvinyl pyrrolidone as an 
adsorbing agent. 

Honeycomb lung, to quote Oswald and Parkinson (1949), is acondition in which there are 
“Thin-walled cysts distributed uniformly throughout the substance of both lungs, varying 
in size up to a maximum of 1 cm. in diameter’’. 


Dr. Smart: The diagnosis of a honeycomb lung rests largely upon the X-ray appearance. 
Small cysts can often be seen, but the appearance not infrequently simulates pulmonary 
tuberculosis. Sputum investigations are, of course, invariably negative for tubercle bacilli. 
The bronchogram also usually fails to reveal the true nature of the disease, as the cysts are 
peripherally situated in the lung, and their openings to the bronchi are small, with the 
result that the lipiodol usually does not enter the cavities. | On the other hand, tomograms 
of the lung show the multiple small cysts very well. These people are also liable to get a 


spontaneous pneumothorax, and here again, when the lung is collapsed, the cysts show up 
more readily. 


COMMENT 


Oswald and Parkinson, in their series of 16 cases, include 4 associated with diabetes 
insipidus, and a fifth appears to have had polyuria. They quote the view of Ackermann 
(1944) that these may be incomplete forms of tuberous sclerosis. He seems to have derived 
this idea from Berg and Zachrisson (1941), who included a case in a report of two cases of 
honeycomb lungs in tuberous sclerosis (without diabetes insipidus). He rejected the diagnosis 
of Hand-Schiiller-Christian disease in his case because of the normal blood cholesterol and 
the absence of bony lesions in the skull, though there were many elsewhere. Neither of these 
objections excludes the diagnosis. 
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It seems more probable to us that these cases of diabetes insipidus with honeycomb lungs 
\ of fall into the group classed by Thannhauser and Magendantz (1938) as normocholesteremic 
nid xantho! atosis. This includes Hand-Schiiller-Christian disease, eosinophilic granuloma of 
has bone, Letterer-Siwe disease and cutaneous xanthoma disseminata. Histologically the lesions 
)to F may show four phases: proliferative, granulomatous, xanthomatous and finally fibrous. 
_ | The blood cholesterol is essentially normal. The organs which may be involved are the 
ion (§ jin, mucous membranes, brain, spinal cord, dura, bones, lungs, pleura, pericardium, liver, 
ent spleen and lymph nodes. The cause is unknown. It appears that Weidman and Freeman in 
uce 1924, reporting the necropsy of a case described by Griffith in 1922, were the first to describe 
9 cystic lung changes with diabetes insipidus. The lungs were said to cut like a rubber sponge 
nts, , 
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Fic. 1.—Chest, P.-A. film. Fic. 2.—Tomogram. 
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ati Fic. 3.—The cysts do not fill with lipiodo! 
oe on broncography. 


s of an showed huge alveoli, emphysematous bulla, fibrosis and diffuse patches of xanthic 
OsIS change. The posterior pituitary was completely fibrosed and xanthic. In his book on the 
aud lipidoses, Thannhauser ( 1940) at first classed this case as one of xanthomatosis of combined 
ese type as it showed jaundice and hypercholesteremia. But in his latest edition he merely gives 
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it an anomalous position as it eludes his classification. We feel, however, that Oswald and 
Parkinson’s statement that in no case of diabetes insipidus with honeycomb lungs has there 
been post-mortem proof of the etiology, overlooks this report, which strongly suggests that 
these are cases of xanthomatosis. 
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[May 11, 1950] 


DISCUSSION ON ANAESTHESIA IN OPHTHALMIC SURGERY 


Mr. A. Seymour Philps: Before turning to modern methods in anesthesia of the eye, 
I think it will be interesting to take a look backwards and see how things fared some years ago. 
nade One hundred years ago, following a demonstration in the Massachusetts General Hospital, 
general anesthesia had just begun. Before that time all eye operations were performed 
; without an anesthetic, and I suppose we all at times have tried to imagine how this could 
dl be done—how, on earth, a patient could submit to the operation of cataract extraction without 
am any anesthesia. A patient could be strapped down while a leg was amputated and the opera- 
tion completed in spite of his struggles, but somehow these eye surgeons managed to remove 
hley cataracts under the same conditions. 
A search of the early literature for an explanation of how it was done is singularly unreward- 
o | ing. This is at first surprising, but, on thinking it over, I imagine that the explanation was 
something like this—anzesthetics were never imagined and so it was accepted that the patient 
would struggle, scream and feel pain. Indeed, those phenomena were so constant that the 
author never troubles to record them, just as, were you to write up a surgical operation, 
' Timagine you would omit the fact that prior to operation you washed your hands. 
f No, the books give no direct help. But reading between the lines, and noting an occasional 
# remark, one can slowly gain a glimpse of the truth. 
In the seventeenth century the eyeball was not opened, but the cataract was couched. 
All pictures of this operation that I have seen show that the patient is sitting and that the 





ted head is grasped more or less firmly by an assistant standing behind. The assistant sometimes 
» held a lid retractor in each hand and so forced the lids open. 

ize - With Daviel in 1745 came the cataract section by keratome and he was prepared to operate 

with the patient lying down, because, and here is an important point, his patients were well 

Vd. doped to the point of insensibility with alcohol. Even so, the patients were in great pain 


and rolled their eyes upwards so that Monsieur Daviel had to operate on the lower part of 
the eye, as that was the only part of the corneo-scleral margin that presented. 


nic While many a lens was successfully removed by these means by sheer speed and dexterity, 
there was no opportunity to go back and replace the iris, which as often as not remained 
er. incarcerated in the wound—the patient had had enough. It is for this reason that the opera- 
tion for the formation of an artificial pupil looms so large in early literature. Cheselden 
0. himself was the first man to do the operation by thrusting a lance straight through cornea 


and then through iris. This operation of iridotomy was hailed as a great advance, as indeed 
it was, and it was over so quickly that the unanesthetized had hardly time to scream. In 
the year 1840 the reports of the Royal Westminster Ophthalmic Hospital show that, whereas 
there were 81 operations for cataract, there were also 25 for the formation of artificial pupil. 
The incision for cataract extraction remained in the inferior or external part of the eye—the 
only part that presented—for 120 years, until the advent of general anesthesia allowed Graefe, 
Critchett and Bowman to place it in the upper part of the eye beneath the upper lid where 
it has remained ever since. Even so, the surgery of cataract was bound to remain rather a 
desperate affair so long as anesthetic masks obstructed the operative field and the surgeon 
inhaled almost as much chloroform as the patient, but in 1880 cocaine was introduced and 
at once the surgery of cataract advanced again and the brothers Pagenstecher removed the 
lens complete in its capsule. 
F £B.—OPHTHAL. 1 
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The last twenty years of the nineteenth century also saw the introduction of aseptic methods 
in surgery and the operation for cataract was converted from something in the nature of a 
smash and grab raid to a planned scientific procedure. Further advances were slow, but the 
final step of making the operation safe and painless came with the injection of retrobulbar 
novocain to render the iris insensitive and reduce the intra-ocular tension. I know that this 
last — not yet find full acceptance, but I believe that an increasing number of surgeons 
employ it. 

Now to turn aside for a moment to the history of anesthetics in squint operations. Squint 
had been operated upon spasmodically for many years, but not commonly until the year 1839 
when Diffenbach reported the first well-attested cure by operation. It so happened that teno- 
tomy of contracted tendons was finding favour to cure the deformities of joints and it was 
not long before the ‘“‘contracted” internal rectus tendon was divided to cure convergent 
squint. Some idea of the sudden rise to popularity of this operation may be gained from 
the reports: Whereas in 1837 and 38 there was 13 operations for squinting in each year, 
in 1840 there were 550, in 1841, 343 and in 1842, 530. Then the numbers declined as the bad 
results of free tenotomy began to appear and the operation fell into a disrepute from which 
it has only fairly recently recovered. 

The operation for cure of squint was reckoned to be a minor one and patients were not 
admitted for it. The operations took place during ‘“‘Out-Patients”’ in the surgery, and were 
performed in the sitting position. The assistant fixed the head with his arms, while he 
forced open the lids with retractors, one of which he held in each hand. The tissue to the inner 
side of the cornea was seized with forceps and a bold cut made down the sclera. Ail that was 
done in a second and the surgeon stood back until the blood flow had lessened, when he 
asked the patient to look in the direction of the severed muscle. If this was possible the 
operation was incomplete and was repeated. Of course, there was no suturing and, this 
being pre-Listerian, no asepsis—a fungating wound being expected. 

Again it is not easy to find out exactly what the patient thought of all this, but one gets a 
clue now and then. 

Henry Power, the father of d’Arcy Power, and the first eye surgeon to St. Bartholomew’s 
Hospital, in 1860, was still operating without anesthetics, only advising them in those patients 
who—in his phrase—had not ‘ta good command of themselves”. He goes on to say: “I 
like to operate about 2 p.m., so that the patient can have lunch and a glass of wine an hour 
beforehand.”” I do hope that the patient sometimes finished the bottle. He also says that, 
whereas treatment of the instruments before operation is unnecessary, the careful surgeon 
is advised to preserve the sharpness of his tools by wiping them before replacing them in the 
box, and adds that he, himself, always carries a cambric handkerchief for the purpose. He 
does not say whether this is the only handkerchief he carries. 

Immediately cocaine was introduced, squint surgery improved and men turned their 
thoughts towards more exact methods. The internal rectus was now left severely alone, 
for it had fallen into disfavour, and the external rectus was advanced and sutured in position. 
Now the pendulum has swung back a little and we mostly prefer to suture the internal 
rectus. 

The next stage we pass through is one of greatly improved surgery in which the patient 
became an assistant to the surgeon. He, or she, was instructed in the way to behave when 
lying on the operating table and was given exercises in looking up and down so that, like 
a good soldier, the word of command was obeyed instantly. The patient was told that, for 
a successful outcome to the operation, it was necessary that he should co-operate with the 
surgeon and some of the responsibility for the operation was thus shifted to the patient. 
These methods produced some wonderful results in those patients who could co-operate, 
but in some others who from deafness and not hearing the word of command or lack of 
mental stability, who in Power’s classic phrase “had not a good command of themselves”, 
the results were sometimes tragic. For my part, I do not wish ever to hear again the phrases 
“Madam, unless you will look at your feet I cannot complete this operation”, or “If you do 
that again you will lose your eye”, while even the time-honoured “*You are going to feel a 
sharp pinch and I want you to keep quite still” is slowly going out of fashion. 

I will now deal briefly with the subject of intra-ocular surgery—principally such major 
operations as cataract and corneal grafting. 

For the delicate techniques of modern ophthalmic surgery, it is necessary for the eye to 
be absolutely insensitive and immobile. It should not be necessary to talk to the patient at 
all, indeed it is bad surgery to do so, except to say that the operation is finished, which 
news should come as a surprise. For this to be possible it is necessary that all sensory ner es 
leaving the eye and motor nerves entering it must be blocked off. I believe this to be the only 
method of making the eye safe for major surgery. 

Before coming to the theatre the patient should have a sedative to quiet the nerves «1d 
calm the grosser apprehensions, but it is hardly necessary to give such sedation that he 
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has difficulty in keeping awake or walking to the theatre. Cocaine drops are instilled at 
intervals to render the conjunctiva and cornea anesthetic, but it must also be realized 
that is, in fact, all they do, and the first step in blocking the nervous impulses to and from 
the eye is begun as soon as the patient is lying on the operating table. First, the eyelids 
should be made insensitive and immobile, so that if a speculum is used it cannot be felt, 
and the surgeon has also the choice of using sutures if he prefers them. The injection is 
begun at the skin over the external palpebral ligament and a little novocain infiltrated along 
the margin of each eyelid in turn. This can all be done through the initial point of entry 
in the skin. 

When this has been completed, a needle 3-5 cm. long, is attached to the syringe, which 
js again inserted at the same point, only directed backwards towards the ear, in order to 
pick off the fibres of the facial nerves running to the orbicularis. 

Finally, with the same needle a retrobulbar injection is given. The advantages of this step 
are that it renders the inside of the eye absolutely insensitive, so that the iris may be touched 
or cut without the patient being aware of it, and it reduces the intra-ocular tension so that 
there is no tendency for the section to gape. It also renders the eye comparatively immobile, 
so that the surgeon is then compelled to take the initiative finally out of the patient’s hands, 
by himself controlling the eye movements through the superior rectus. 

The disadvantage of the procedure is the possibility of a retrobulbar hemorrhage and, 
while this may be rare, it is a nuisance when it happens, as it means postponing the operation 
fora day or two. The complication may largely be avoided by: (1) Using a fine needle, 
never longer than 3-5 cm. (2) Keeping between the rectus muscles and near the bony margin 
of the orbit. 

With regard to these points, the ciliary ganglion is 5 cm. from the skin surface, but it is 
inadvisable to go so far back, as the great veins of the orbit congregate in this area, and the 
ciliary nerves can be picked off by a needle no longer than 3-5 cm. with far less danger of 
pricking a vein. If one keeps between the rectus muscles, the anterior ciliary veins are avoided, 
and near the bony orbital margin there is less chance of hitting a vortex vein. I have seen 
a number of techniques employed at different clinics aimed at avoiding the complication 
of retrobulbar hemorrhage. At the Barraquer Clinic, Barcelona, where operative techniques 
are worked out to the finest detail, a needle is employed of the same length as mentioned 
before, but of wide gauge and having no point at all, the end of the needle being a flat 
surface almost at right-angles to the stem. It is claimed that this absolutely blunt needle 
will not penetrate a vein, and certainly, I never saw it do so. The difficulty is to make it 
penetrate the skin and this is done by giving a lightning flick to the needle as it rests on the 
skin, after which it travels forward without difficulty. 

In spite of this small difficulty I am in no doubt that the employment of these preliminary 
procedures is an invaluable safeguard in major intra-ocular surgery. Nine times out of ten a 
successful operation may be concluded without them. In the tenth case their omission will 
end in disaster. Their employment is part of that process called, by the late Lord Moynihan, 
“making the patient safe for surgery”. 

The retraction of the lids to expose the operative field may be done either by sutures or a 
speculum, and which is used is a matter of individual preference. Sutures are neat and easily 
adjusted. It now remains to take control of the eye movements by means of a suture beneath 
the superior rectus tendon. In placing this suture a little novocain may be injected round the 
tendon as a preliminary, but this step is not essential. If it is employed the surgeon must be 
most careful to avoid puncturing one of the anterior ciliary veins on the conjunctival aspect 
of the tendon and so causing a subconjunctival hematoma which will spread down towards 
the cornea and complicate the subsequent manceuvres. On the whole, I prefer to grasp the 
tendon with suture forceps without a preliminary injection and pass the suture well deep 
to it, keeping close to sclera and so avoiding the veins. This suture is clamped to the head 
towels in such a manner as to ensure that the eye looks straight ahead in the position of 
absolute rest. It should not be used to make the eye look downwards, for, as soon as this 
happens, the intra-ocular pressure rises and the section gapes. To ask the patient to look 
downwards while the section is made is one of the commonest causes of iris over the knife 
and, therefore, the whole operation is completed with the eye in this position of natural rest. 
It is unnecessary and indeed unwise to speak to the patient at all, the latter not knowing 
when the operation has begun or ended. 

Such I believe to be the best anesthesia for intra-ocular surgery. Delicate surgery cannot 
begin until the eye is immobile and insensitive and it is the absolute duty of the surgeon to 
see that these two essentials are present before he begins. 


ANAZASTHESIA IN CORNEAL GRAFTING 


Chere is one form of intra-ocular surgery in which some special additional precautions must 
be taken against movement—corneal grafting. All the precautions already mentioned must 
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be employed and retrobulbar injection is especially valuable as it reduces the intra-ocular 
pressure. Bridle stitches are then placed beneath the tendons of the superior and inferior 
rectus muscles, no sutures having been inserted into the eyelids. It will be found that these 
two sutures alone absolutely immobilize the eye, at the same time retracting the eyelids, 
I have lately followed the practice of Paufique and mixed 20% alcohol in a proportion of | 
1 to 5 with novocain used for these preparatory injections in corneal grafting, and I believe | 
this to be a definite advance. Where a first dressing is undertaken in twenty-four hours, 
as in cataract extraction, the use of alcohol hardly seems necessary, but where, as in corneal 
grafting, the patient must lie quiet with the dressings unchanged for several days it is nice 
for the eye muscles to remain relaxed and for there to be no sense of irritation from the eyelid 
suture, and these things are achieved by the addition of alcohol. 


ANASTHESIA IN LACRIMAL SAC SURGERY 


My own preference is for a local anesthetic in lacrimal sac anastomosis. I have been told 
by some surgeons that this is an unkind and inhuman procedure, but, while this may appear 
to be so, I can assure them that the reality is far otherwise. 


If there were no bleeding, lacrimal sac anastomosis would be easy, but we are working in 
cramped quarters in an area of large venous anastomoses and the control of hemorrhage 
to enable the surgeon to see exactly what he is doing is perhaps the major problem of the 
operation. There is no doubt that hemostasis is better if the anesthetic be infiltrating rather 
than general, and in addition there is a better definition of tissue planes with the former. 
For this reason I prefer it. 


It is very important that novocain with which a small quantity of adrenaline is mixed 
should be given time to work and the injection should, therefore, be given fifteen minutes 
before the operation. It should be undertaken by the surgeon before he puts on his gown 
and before towels are draped. One finds in many foreign clinics, where the number of assis- 
tants is almost as great as the number of patients, that the injections are given in another 
room by an assistant while the previous operation is in progress, and this is a very good idea, 
but for me hardly practical at present. These injections are as important as any other part 
of the operation and our House Surgeons change too rapidly for them to know exactly what 
is required before they move on to the next job. 


The nerve supply of the lacrimal sac comes from the infra-trochlear branch of the first 
division of the V nerve and from the anterior-superior alveolar branch of the second division 
of the V. The surgeon, sitting above the patient, first inserts his needle at the rim of the orbit 
about 6 mm. above the inner canthus and, feeling for the bone, he allows his needle to slip 
over the edge and into the orbit. An injection here picks off the infra-trochlear nerve. With- 
drawing the needle, he next passes it down just beneath the skin over the lacrimal sac and 
infiltrates all this area. It is particularly important that this injection should be subcutaneous 
and no deeper, as one must avoid the angular vein. By giving an injection in this manner, 
i.e. subcutaneously only, and waiting a few minutes, the angular vein is compressed and is then 
unlikely to be pierced by the subsequent deeper injection. The branch from the second 
division of the V nerve may be picked off 10 mm. below the inner canthus and this too is 
infiltrated. Finally, the surgeon returns to the original point of entry above the inner canthus 
and gives a deep infiltration over the sac to produce hemostasis and define tissue planes. It 
remains to deal with the nasal mucosa : When the infra-trochlear nerve is being injected 
if the needle is made to penetrate deeper it will probably pick off the nasal nerve and 
produce some anesthesia of the nasal mucosa, and this is a good method. To reinforce 
it, and to allow time for the infiltration anesthesia to work, the nose, on the side of the 
operation, is first sprayed with cocaine and then packed with ribbon gauze rung out in cocaine 
and adrenaline. 


If these methods are employed, the patients will not feel the operation and will lie quicily 
throughout, even sometimes sleeping. They can hear the bone-nibbling forceps, but this 
does not distress them and they have no hesitation in undergoing a similar operation on the 
other side when this is necessary. 


CONCLUSION 


To hurt the patient is unnecessary and is bad surgery. When it happens it often does so 
use we are too impatient to allow time for anesthetics to work. The strength of the local 
anesthetic is of little account—where it is put is what matters. 


Finally, when I have my cataract removed, I like to think that all I shall have to do is ‘o 
lie down quietly on the table confident in the knowledge that I shall not be hurt and shall 
not be asked to carry out instructions on which the success of the operation depends. 
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cula Dr. H. Bower Alcock: The wide range of anesthetic drugs now available and the evolution 
fetior of the modern anzsthetic machine have rendered invalid the objections which formerly 
rd existed to the use of general anesthesia in ophthalmology. 
























































lids, General anesthesia in ophthalmology postulates certain basic requirements. These are 
on of | (i) easy access to the operative field, (ii) smooth respiration, and (iii) no vomiting. To-day 
clieve machines can be kept at a distance from the patient and smooth respiration is ensured by 
‘ours, |) securing an even depth of anesthesia and maintaining a clear airway. Vomiting has now 
real been practically eliminated by the introduction of intravenous anesthetics, at all events in 
; Nice adult patients where pentothal has become the first-choice anesthetic. 

_ DrRuGs 


(1) Premedication.—This is frequently given too near the time of operation causing res- 
piratory depression and its possible sequela. The average healthy adult under 60 years of 
age should be given omnopon grain 1/3 (20 mg.) and scopolamine grain 1/150 (0-4 mg.) 
told one and a half hours pre-operatively. 
pear F For young children nembutal 0-6 grain per stone (5-7 mg. per kg.) body-weight is useful. 
| The powder should be shaken out of the capsule and given in a spoonful of jam. When the 
ag in child is asleep an injection of atropine grain 1/100 (0-6 mg.) is given. This disturbs him very 
hage little and he soon drops off ‘to sleep again. For older children omnopon grain 1/40 per stone 
the (0:24 mg. per kg.) body-weight may be used and has the advantage that one may then follow 
ther with pentothal. 








mer. (2) The role of oxygen.—With this is bound up the whole question of ventilation of the 
lungs. Among the many drugs which cause respiratory depression are morphia, pentothal, 
ixed | cyclopropane and curare. These are all commonly used, and possibly on the same patient. 
utes It must be remembered that a patient on pure oxygen or on a mixture containing a high 
own percentage of oxygen may be satisfactorily oxygenated as shown by a good pink colour and 
Ssis- yet may be breathing so shallowly that respiratory exchange is inadequate with consequent 
ther carbon dioxide retention leading finally to shock and collapse. If breathing appears shallow 
jea, one should manually compress the breathing bag at each respiration until proper respiratory 
yart exchange is restored. 
hat (3) Anesthetics proper —Chloroform: Of all agents this is the most toxic and the most 
dangerous. It is a general protoplasmic poison affecting all the organs in the body. In par- 
irst | ticular, it must never be used in conjunction with adrenaline as the combination may produce 
ion | ventricular fibrillation and death. 


rbit ; Diethyl ether, the type of ether in common usé, is a tissue poison though not to the same 
slip extent as chloroform. Fortunately we can use it in minimal amounts in ophthalmic surgery. 

os : Nitrous oxide-oxygen: This is an excellent combination. It is a mistake to push the 
- nitrous oxide, causing anoxzemia and its attendant ills. It can be reinforced by minimal 


7 ether or trilene but better than these is the simultaneous administration of continuous 
=, intravenous pentothal. In fact, continuous pentothal with nitrous oxide-oxygen is, in my 
“~ opinion, the best combination for the long ophthalmic operation. 

is Divinyl ether (vinesthene): This has attained a certain popularity as V.A.M.—a mixture 
us of 75°%% diethyl ether and 25° divinyl ether. It is quicker to induce with the mixture than 
‘Tt with diethyl ether alone and the mixture is less irritant. In using vinesthene particular 
ed attention should be paid to adequate oxygenation. It is unwise to use it for long operations. 
nd Ethyl chloride: The only use for this drug is as an inducing agent. I do not consider there 
ce is any ophthalmic operation of so short duration that ethyl chloride alone is suitable. It 
he is toxic and explosive and extremely potent with a small safety margin. Because of its 
ne portability it is useful for the child patient who has been given nembutal and whom one 

wishes to induce away from the theatre. : 

ly Trichlorethylene is one of the most useful of the volatile anesthetics. Its outstanding 
MIS advantage is that it is non-inflammable and so can be used with diathermy. It is non-irritating 
he which makes it a better choice than ether in the “‘chesty” case. Indeed in ophthalmic work 


it can replace ether since the fact that abdominal relaxation cannot be attained with it is 
immaterial. It requires to be used with a high percentage of oxygen, and full oxygenation 
is the best way of avoiding the rapid shallow respiration which it does, at times, produce. 
0 Pulse irregularities can occur with it. If they persist it is better to change over to some other 
al anesthetic. Trilene is less volatile than the other liquid agents and cannot be used on an 
open mask. It is usually put in the chloroform bottle of a Boyle’s machine and vaporized 
by passing nitrous oxide-oxygen over it. 
il Cyclopropane, though extremely useful in general surgery, has no place in ophthalmology. 
In the first place it raises the blood pressure and so tends to cause bleeding; secondly it 
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should not be used in conjunction with adrenaline—which is so frequently used in ophthalmic 
surgery. It is even more liable than chloroform to precipitate ventricular fibrillation under 
these conditions. Thirdly owing to its expense, it requires closed circuit apparatus which js 
more cumbersome and more likely to get in the surgeon’s way than the single tube of the 
Boyle’s machine. In common with most anesthetics it is explosive. 


Pentothal is, in my opinion, the best anesthetic in ophthalmic surgery. It can be used on the | 
old or on the ill and shocked patient. It must then be given slowly and in minute doses with 
an excess of oxygen. It should not be used alone with oxygen for operations of longer than | 
one hour’s duration as recovery from the larger doses is disproportionately longer than from | 
the smaller ones. For operations of longer than one hour, therefore, it should be used in P 
conjunction with intratracheal nitrous oxide-oxygen. Its chief advantages in ophthalmic 
surgery are (i) no post-operative vomiting, (ii) a relatively bloodless field, (iii) reduction of F 
intra-ocular tension. In addition it is pleasant for the patient. Pentothal should be withheld 
in the case of a patient who has the misfortune to require an anesthetic whilst undergoing 
an attack of asthma. In such a case nitrous oxide-oxygen in trilene is a safer substitute. 

In hyper- or hypo-tensive patients it is important, as far as possible, to avoid a fall in blood 
pressure. Injection should therefore be slow and cautious particularly during induction. 
The patient with valvular disease and good compensation is a good risk and does well on 
continuous pentothal with full oxygenation. A patient with poor compensation is a poor 
risk under any type of anesthetic. Cautiously given, pentothal is not contra-indicated. 
Again oxygenation must be full. If necessary, the pentothal should be supplemented by a 
little ether rather than by attempting to push either pentothal or nitrous oxide. It is most 
important with pentothal to have oxygen at hand for resuseitation purposes. This cannot 
be too strongly stressed and failure to observe this rule has been the direct cause of many of 
the pentothal fatalities. 


PRACTICAL DETAILS OF TECHNIQUE 


The arm away from the side on which the surgeon is working is stretched out on a board 
with a small pillow supporting it. The injection is made from a 20 c.c. syringe into the most 
suitable vein in the antecubital fossa. At the first injection the amount varies with one’s 
assessment of the individual from say 0-1 gramme in a very old or very shocked patient to 
0-8 gramme in a healthy man. The syringe is kept in position with strapping and the arm tied 
to the board. In cases where one is not proposing to intubate, an oral pharyngeal airway is 
inserted. If this causes coughing a small amount more pentothal is added and oxygen given 
via an ordinary face mask until the patient has settled. If, on the other hand, the injection 
of pentothal causes cessation of respiration the lungs are inflated with oxygen until breathing 
starts again. So long as the pulse is good there is no cause for alarm and there will be no 
trouble if one has been careful in assessing the initial dose. The ideal, of course, is for the 
patient to keep up an adequate respiratory exchange unassisted. Finally, oxygen is run in 
from the Boyle’s machine via a tube inserted into the airway. For maintenance one adds 
minimal amounts of pentothal as required, taking care that the interval is not so long as 
to cause blocking of the needle. 


Intubation—I, personally, only intubate in adults when the operation is so long that I 
wish to give nitrous oxide-oxygen in addition to pentothal. Children I practically always 
intubate except very young ones (under 3 years or so) where I use either a side airway or a 
pharyngeal nasal tube. I feel that the advantages of quiet respiration and complete control 
make the procedure worth while in spite of certain untoward effects which may, but very 
rarely do, occur as a result of intubation. I like the nasal route as I feel the tube is better 
anchored so—but this is personal preference—many anesthetists intubate by the blind 
method and others prefer the oral route by direct vision. 


Curare.—It has been suggested that curare should be used in ophthalmic operations in order 
to paralyse the eye muscles, leaving the eye centrally fixed, while the patient is kept extremely 
lightly anesthetized. Another use for it in ophthalmic surgery is to favilitate intubation, 
so that this manceuvre can be carried out under optimum conditions at a light level of anzsthe- 
sia and with a minimum of trauma. On the other hand to obtain these conditions one is 
using a potent and potentially dangerous drug: with a short deep anesthesia non-traumatic 
intubation can usually be performed, the patient may then be maintained at quite a light 
level. One has to decide which of these two methods is in the best interests of the patient. 
Certainly many anesthetists use curare for intubation nowadays. 


Types of patient.—We are far from having attained the perfect anesthetic for babies and 
children. We are somewhat nearer our goal in adults. It is practically inrpossible to:anzst!:e- 
tize a baby or young child without using one of the more toxic anesthetics such as ether, 
trilene, or divinyl ether. On the other hand, with nembutal as premedication, the experience 
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need not be too unpleasant as the child, even if he does not seem completely asleep at the 
induction, remembers little or nothing on being questioned afterwards. 

In old patients we have to beware of chest complications. Ether should be avoided and 
replaced by trilene. Plenty of oxygen should be given as these patients may be expected 
to suftcr from myocardial degeneration and to withstand suboxygenation badly. 


ANAZSTHETIC TECHNIQUES FOR OPHTHALMIC OPERATIONS 

Children.—If the child has been premedicated with nembutal one tries to get him on to 
nitrous oxide-oxygen and ether or trilene without waking him. This is best done by run- 
ning the nitrous oxide from the Boyle’s machine through the facepiece which is gradually 
lowered on to the face as the child goes to sleep. If he is not asleep with the nembutal one 
follows the same method explaining what one is doing and trying to divert his attention 
meanwhile with chatter. If the child has been premedicated with omnopon-scopolamine, 
then, in selected cases, one may start with a small dose of pentothal and continue with 
nitrous oxide-oxygen plus ether or trilene. As soon as the jaw is sufficiently well relaxed one 
inserts the intratracheal tube either blind or with the aid of the laryngoscope. After this the 
patient may be run very light as coughing or straining on the tube will be prevented by the 
10° nupercaine with which it is lubricated. Ideally, when the tube is removed at the end of 
the operation, the child should be so lightly anesthetized as not to require an oral airway. 
Older children may be anzsthetized with continuous pentothal as described for adults. 

Examination under anesthetic-——For adults pentothal is very satisfactory but these cases 
present a problem in children. It is fairly customary to anesthetize such children with ethyl 
chloride and open ether keeping the mask on the face during the examination and trusting 
to luck that the patient will not be round before the surgeon has finished. This method is 
adequate if one has the surgeon’s assurance that the examination will only be a matter of a 
minute or two, but in my experience fundus examinations frequently take some time. I 
think, therefore, that a full anesthetic is the best method—that is, nitrous oxide-oxygen ether 
from a Boyle’s machine delivered via a pharyngeal tube or even in some cases an intratracheal 
tube. The surgeon must, however, be prepared to pay for the comfort of a leisurely examina- 
tion by allowing time to get the patient down to the required depth of anesthesia. 

Adults.—It should be remembered that though anesthetics these days are infinitely more 
pleasant for the patient it is said they are no safer than in the old chloroform days. 

For intra-orbital operations continuous pentothal is very satisfactory. For scleral resection it 
is better to pass a tube and use nitrous oxide-oxygen reinforced with pentothal as the operation 
usually lasts over an hour and would, therefore, require an unduly heavy dose of pentothal 
if used as the sole anesthetic. With nitrous oxide-oxygen and pentothal it is possible to have 
the patient waking up as he leaves the theatre. If the veins are very poor one must, of course, 
abandon the idea of continuous pentothal and have recourse to nitrous oxide-oxygen with 
minimal ether or trilene, naturally the latter if diathermy is to be used. 

Removal of cataract appears to be one of the operations where there is a definite indication 
for local anesthesia as complete co-operation and avoidance of vomiting are of such 
paramount importance. Vomiting with pentothal is extremely rare but it does occur very 
occasionally. It should be remembered that if one particularly wishes to avoid vomiting 
pentothal alone and not in combination with any other agent and full oxygenation are the 
best ways of achieving that end. Premedication should consist of atropin grain 1/100. 
Morphia and its derivatives should be avoided. 

For extra-orbital operations again pentothal is my anesthetic of choice. An exception 
to this is dacryocystorhinostomy where intubation and packing off are necessary in order 
to prevent blood trickling down the trachea from the posterior nares. In these one can 
induce with pentothal:and pass the tube straight away if the patient looks as if he will be 
fairly easy to intubate. If not, following the initial pentothal he can be put on to nitrous 
oxide-oxygen ether until he reaches the required depth of anesthesia. The tube is then passed 
and the pharynx packed off with gauze soaked in saline; the patient is run on nitrous oxide- 
oxygen reinforced by minimal additions of pentothal. 


Mr. Eugene Wolff referred to the effectiveness of retrobulbar anzsthesia given three- 
quarters of an hour before operation for acute glaucoma. During the war, when he was 
often without help, he always tried to reduce the tension before operating, and it was 
amazing when he gave intravenous evipan how the tension went down as soon as the 
anesthetic was given. He supposed that other people had had the same experience. The 
petient gave a sigh of relief and went under. 


Mr. F. A. Williamson-Noble said that he had been very much impressed by the Americans’ 
use of curare as a routine with local anesthesia. He did not think, however, that the effect 
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lasted for very long. They were careful to wait until the operation was just about to start 
before they gave the injection of curare. 

One other point was the softening effect of retrobulbar injections in glaucoma. When one 
was operating on a chronic glaucoma and doing an iris inclusion one did not require the eye 
to be too soft, and his practice was not to give the retrobulbar injection until he was actually 
going to begin the operation. 


Dr. A. D. H. Simpson described a technique using nitrous oxide by gravity method, 
followed by intravenous injection of thiopentone and one of the muscle relaxants rendering 
intubation easy, providing smooth anesthesia and satisfactory operation conditions for 
the surgeon doing squints in children [see Anesthesia, 1951, 6, 59.] 


Mr. John Foster asked whether in her procedure Dr. Alcock had encountered any difficulty 
from coughing after the administration of pentothal. He had witnessed several instances of 
quite distressing coughing and sneezing, sometimes to such an extent that the operation had 
to be abandoned. He also asked whether the eye was cocainized. 


Mr. Arthur Lister said that one ‘‘advantage”’ of general over local anesthesia had not been 
mentioned. When visitors from the Continent came to this country and saw operations 
performed under general anesthesia they were so much impressed that instead of watching 
the operation they watched the anesthetist! 

Like Mr. Wolff he personally always preferred to use pentothal in cases of acute glaucoma. 
Dr. Alcock would probably remember a case of his (Mr. Lister’s) in which they tried 
pentothal as a means of lowering tension rather than as an anesthetic. Pentothal was given 
for three-quarters of an hour and the tension was reduced sufficiently to avoid an emergency 
iridectomy. But he must say that during that time they used a retrobulbar anesthetic as 
well, at the end of the first twenty minutes. They had, however, tried retrobulbar anzsthesia 
before and it had not worked. 


Mr. H. E. Hobbs said that his House Surgeon in a general hospital had introduced him 
to the use of pethidine for premedication. He was impressed by the quietness of the patient 
and the smoothness of the operation under local anesthesia. 


Mr. G. T. W. Cashell said that there was a distinct danger in giving curare in a case of 
myasthenia gravis. A colleague of his in another department had a patient in whom he 
wanted muscle relaxation and accordingly a general anesthetic was given and curare also. 
The patient, however, proved to have myasthenia gravis, not previously diagnosed, and she 
had to be put in an iron lung and kept in it for some time. 


A visitor said that he had once allowed himself to be given curare and in his experience 
it was a terrifying thing. He was conscious but unable to speak or to indicate any 
requirement. 


Mr. Seymour Philps, in reply, said that in his contribution he had not entered into the post- 
operative complications after a general anesthetic. Vomiting after anesthesia did not occur 
very often, but, of course, they did not want it ever to occur. With regard to curare he had 
seen it used but had never used it himself and from what he had seen he would never want 
to do so. In order to use it one must have an anesthetist present during the whole time, 
for the danger of respiratory failure was considerable. Further, it had to be combined with 
a general anesthetic and he did not see the necessity for it; the required relaxation could 
be obtained by other means. 


Dr. H. Bower Alcock, also in reply, said that undoubtedly the use of curare on the 
conscious patient might be an unpleasant experience for that patient. The gravity method 
of giving nitrous oxide she thought must be very good, but in her experience it took a long 
time to get the patient under with it. 

The difficulty arising from coughing and sneezing during the anesthesia had been men- 
tioned. Coughing in her experience did not occur very often and sneezing was even more 
occasional. Of course, both could and should be controlled before allowing the operation 
to commence. She thought the combination of general and local anesthcsia extremely satis- 
factory. She fully agreed that myasthenia gravis was a contra-indication to the use of curare. 





It is to be regretted that time did not permit of the further development of the discussio: 
and a fuller exchange of views on the evidently controversial matter of the employment ©! 
pentothal anesthesia, save in very expert hands, for cataract extraction.—EbrTor. 
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[October 12, 1950] 


Exophthalmic Ophthalmoplegia Treated by Operation.—P. M. Morratt, F.R.C.S. 

Mrs. I. M., aged 51. 

Past history —Thyroidectomy operation for thyrotoxicosis with exophthalmos two 
years ago. Strabismus has developed since. 


On cxamination.—Vision R. and L. 6/9 unaided. The patient is very depressed on account 
of her appearance and is most anxious to have the eyes straightened. 

Orthoptic report—Cover test without glasses, fixing right eye, left eye is elevated and 
divergent; fixing left eye, right eye is depressed and divergent. 

Ocular movements: Limitation of elevation of R.E. on dextroversion. No evidence of 
any right superior rectus action. Some slight action of right inferior oblique. Marked 
overaction of all R.E. depressors. ‘ 

Synoptophore: L/R64°, fixing R. and L. Occasional diplopia for near and distance. 
64° L-R was occasionally exceeded and cannot be recorded on the synoptophore. 


















































































































































FiG. 1.—Before operation. Eyes fully Fic. 2.—After operative treatment. Eyes fully 
elevated. elevated. 
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Fic. 3.—Post-operative Hess Chart. 


Operation.—29.6.50: Right eye. Reefing of superior rectus. Tenotomy of superior 
oblique. 

12.7.50: Synoptophore, objective measurement —6*, L/R 55°. 

15.7.50: Synoptophore, objective measurement —2*, L/R 50°. 

Operation.—24.7.50: Right eye. Upper third of medial rectus detached and separated, 
and sutured in juxtaposition to the superior rectus. 

Operation.—3.8.50: Right eye. Upper third of lateral rectus detached, separated and 
sutured to the superior rectus. Recession 5 mm. inferior rectus. 

Left eye. Recession 5 mm. superior rectus. Lateral tarsorrhaphy right eye. 

Orthoptic report (11.10.50).—Cover test, no deviation latent or manifest. Maddox rod 
Exo 4, 0/0. Maddox wing R/L 7 (in reading position). Synoptophore —2, 0/0. Simultaneous 
macular percedtion. Fusion at 0. Stereopsis full. Hess chart attached. ; 

Symptom free. Full binocular vision with slight compensated right hyperphoria. 

There is a remarkable improvement in the patient’s attitude towards life. 


FrB,—OPHTHAL. 2 
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Mr. Arthur Lister said that this was a wonderful result. His only criticism was that the 
clue to the cure was in the third operation in which the inferior rectus was recessed. The 
defective movement in these cases was not due to a paresis of a muscle but to pathological 
contraction of its antagonist. If the antagonist is weakened by tenotomy or recession, 
movement at once becomes good. The only blemish in this case was the retracted lower 
lid, and one of his own cases was similarly affected. It was due to recessing the inferior 
rectus without dividing its expansions to the lower lid. 


Mr. E. F. King said that these cases sometimes improved considerably over a matter 
of years. For this reason it seemed to him that an expectant attitude in regard to operation 
could often be adopted. 


Mr. T. Keith Lyle said that an excellent result had been obtained in this case. He would 
have thought, however, that in such a case it was not necessary to use strips from the lateral 
or medial recti, but that was a small point. The pathology of this condition was most 
interesting and, as yet, not fully understood. He had had a similar case in a lady, a school 
teacher, who spent some months under investigation, nobody suspecting that the case 
might be one of exophthalmic ophthalmoplegia. For ten or twelve years she wore an 
occluder over one or other eye in order to avoid diplopia. The main defect of ocular 
movement was of elevation of the right eye, due to apparent paresis of the right superior 
rectus associated with right proptosis. Surgical treatment in this case was carried out in 
three stages. The first stage was resection of the right superior rectus, which reduced the 
vertical angle of deviation from 30 to 15 prism dioptres. The second operation was a 
myectomy of the left inferior oblique, and the third was a recession of the right inferior 
rectus. The post-operative result was satisfactory. There was no hyperphoria, and her 
ocular movements in the various directions of the gaze were normal and symmetrical. 
There was still a little right proptosis. 


Eyelash in Anterior Chamber.—L. G. ScouLar, M.D. 

The patient first came under my care in a R.A.F. station in January 1941. He had 
been working on an aircraft with a screwdriver which slipped and damaged his left eye. 
He had a ragged cut of nearly half an inch involving the limbus. The iris was prolapsed and 
the anterior chamber filled with blood. I excised the prolapse and covered the wound with 
a conjunctival flap. When the blood cleared from the anterior chamber I was amazed to 
find an eyelash, the end of which was caught up in the iris, lying across the pupil. The eye 
made a good recovery and the vision became practically normal. 

I did not see the patient again until May 1947 when the eye was perfectly quiet and there 
was no deterioration of vision. I saw him again in September 1950 when I noticed for the 
first time that he had developed a peculiar corkscrew-like exudate which appeared to be 
coming from the lower end of the cilium. On account of the development of this exudate 
I think the time has come when the eyelash should be removed, by an iridectomy ab externo, 
removing the eyelash at the same time. 


Mr. A. B. Nutt suggested that the approach should be from below, that a small con- 
junctival flap should be turned back and an incision made into the anterior chamber, as in 
doing an iridectomy ab externo; this would not only enable one to remove the eyelash, but 
also to clean up the iridectomy, leaving the pillars free. 


Mr. O. Gayer Morgan said that the appearance reminded him of the horn of a mountain 
goat. The circle of cells which produce the horn do not grow equally and, because at one 
point they are defective, the characteristic tortuous curve of the adult horn is produced. 
Possibly the lash follicle in this case had been damaged during the implantation, the result 
being an epithelial horn instead of an epithelial cyst. 


DISCUSSION ON EVERYDAY CLINICAL PROBLEMS 


THE PRESIDENT (Mr. MONTAGUE HINE): Two Cases of Relapsing Erosion 


I will record two cases of relapsing erosion with rather unusual histories, and very 
satisfactory response to simple treatment. 


Case I.—First seen in June 1944. For a long time she had complained of her left eye, and 
her doctor suggested in his letter to me that she was rather “‘hysterical’’. Her history was 
that twenty-five years previously she had been poked in her left eye by her baby boy. She 
saw a specialist who ordered “‘vaseline’’ for the eye. Since then she had had, more or less 
constantly, difficulty in opening the eye in the morning. She had to open it by slowly 
stroking the upper lid, otherwise she got a sharp pricking pain, sometimes very severe. 
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it the She had seen several eye specialists in the course of years, one three months previously, 

The but no treatment had done any good. I saw her about 11 a.m. on a day on which she had 
gical wakened with severe pain. On staining her left cornea I found a small staining area denuded 
sion, of epithelium a little to the inner and lower side of the centre. This I carbolized, and applied 
ower the usual oculentum atropine and pad and bandage, which I told her to keep on for four 


ferior [days to make sure of a sound healing. A month later she wrote saying “I don’t know how 
3 to express myself and to say how thankful and grateful I am, because this is the first time for 
: twenty-five years that my eye is perfectly normal; to think that I can open it when waking 


aad in the morning without any bother”, &c. 
— Case [f.—On January 4, 1950, I saw a lady who was five months’ pregnant, who gave 
the following history. 
vould Fy Two years previously when she was seven and a half months’ pregnant her left eye began 
iteral to trouble her. Every morning she had ‘agonizing pain” and the eye streamed with water. 
most fF} This improved after a few hours but continued every morning till parturition, when it stopped. 
shool §) For a week or two before I saw her she had started to get exactly the same trouble in the 
case B) right eye as she had had two years previously in the left during her first pregnancy. This 
@ an B time she sought advice earlier. On examining her I saw two small grey spots on right cornea 
cular § which her doctor had already noticed; they did not stain. She had already tried oc. hydrargyri 
erior F) oxidi and oc. penicillini without effect. Thinking the condition might be some allergic 
ut in reaction I told her to try antistin-privine drops and liq. paraffin, but to return, if possible, 
d the any morning on which she awakened with the previous symptoms. I promised to put her 
vas a in any time as an emergency. Seven days later she arrived without an appointment having 
erior had a very sore eye that morning; I found that the two faint nebulz, previously noted, 
1 her stained, and after instilling amethocaine drops, I applied 7-5°% tinct. iod. to the staining 
rical. areas and a pad and bandage for twenty-four hours. On January 25 I heard from the patient 
that after the first night she had had no more trouble with her eye and could hardly 
believe it after her previous experience. But on March 8 she appeared again, as the left 
oo eye had started the same symptoms of pricking and watering in the morning, with severe 
? pain on opening her eyes. I found a small grey spot just to outer side of centre of cornea, 
ond which I had not seen on first attendance, and straightway applied 7-5% tinct. iod. after 
with drying. Early in June I heard from her that her baby was born on May 11, and that she had 
Aes never had a moment’s trouble with her eyes after her last visit to me. 
Both these cases point to the importance of seeing the patient the day she wakes up with 
alot an attack of pain and watering. Certainly Case I would not have gone on for twenty-five 
iain years had this been remembered at previous examinations. 
r the Mr. O. Gayer Morgan thought such cases were extremely common, and particularly 


fo be FB} common was the story given by the patient that when he woke up in the morning he could 


udate J} not open his eyes. Most of the women with this condition seemed to be of about meno- 

erno, #) pausal age. He wondered whether some of them were mild cases of conjunctivitis or keratitis 
sicca. 

con- The President asked whether anybody had a case of such long history as his first case 

as in which had been going on for twenty-five years. A case occurring during pregnancy (his 

, but second case) was also new in his experience. 

; Mr. F. A. Juler said that he had had one case which had been going on for ten years: 
ntain it started from a trauma, but gradually wore out; in his experience the application of iodine 
t a 7%, potassium iodide 5°% in alcohol 90% was curative. 
uced. 


esult Mr. O. GAYER MorGAN: Points to be Observed in Prescribing Glasses 
It has seemed to me that some ophthalmologists, when ordering glasses do not make 
sufficient use of the high degree of accommodative power in children, and that every 
effort is not made to avoid giving glasses which being very strong become a necessity. 
Again, in those cases between 20 and 30 years of age we do not keep to the minimum 
strength to control symptoms, and refrain from increasing this unless forced to do so. 
Also, that in presbyopes we do not try to conserve the accommodation, explaining the 
importance of doing as much as possible without glasses, and using the weakest possible 

wy when necessary. 

Constant glasses are a nuisance to a school child, and the rapid loss of accommodation 


, and in adults and presbyopes, is a tremendous handicap in so many ways. 
y was I shall give only a few examples: 
She [ am putting aside all squints or potential squints, and children under 5 who have not 
r less yet tixed their reflexes, and in whom a high hypermetropia is dangerous. 
lowly § Take a child of school age who is brought up because he finds some difficulty with the 


vere. blackboard, or who has some symptoms of “eye strain”. If under a mydriatic the refraction 
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, . + 3:0 . 
shows that his full correction should be ——;~9 many would order this for constant use, and 
nearly all opticians would do so, because they are trained that way; but is this really 
' ; 7 + 
necessary? It makes the child quite dependent on glasses, and if one orders . oe for work 


only, the symptoms disappear, and no harm can possibly be done. 

The middle group who are mostly clerical workers with a manifest of 1-5 can often do 
with + ‘5 for work. Opticians nearly always give the full for constant use, and if they 
can squeeze in a little more binocularly without affe-ting distance vision, they take an 
unnatural pleasure in doing so. It is fatally easy to go on adding 3 dioptres rather than to 
go into the question of general health, and conditions of work. 

Many clerical workers who before the war were wearing between -- 1-0 and + 2-0 
constantly, gave up glasses completely when in the Forces. Such people can be started on 
the minimum for work only, when they return. 

If a patient is told to try to avoid using anything in the nature of crutches, he enters into 
the spirit of the thing, and this applies particularly to presbyopes. Small corrections + -5 
often last for several years, and if there is a low cylindrical the spherical can be correspondingly 
reduced. When stronger are given, the old weak ones should be used in the daytime 
whenever possible. 

Those who walk about in their office with readers on all day wreck their accommodation. 
and so I always try to explain the value of half-eye lenses which necessitate some norma! 
accommodation in distance and mid-distance. 

Some people say of teeth that they have only been happy since having none at all, and 
that a complete upper and lower relieves them of all their worries—but I cannot think 
that this applies to accommodation. 

The retention of some amplitude is a great boon, and in this connexion I am notat all 
sure that exercises are the complete myth that some consider them to be. 


Mr. A. C. L. Houlton said he told his patients that one of the advantages of coming to 
see an ophthalmic surgeon rather than an optician was that the ophthalmic surgeon would 
try to keep them out of glasses if possible, whereas the optician would inevitably put them in. 


Mr. L. H. SAvIN: The Use of plaster-of-Paris in Post-Operative Ocular Protection. 

Every experienced ophthalmic surgeon can remember occasions in which damage has 
occurred by direct injury after cataract extraction. The patient may stick a finger into his 
eye, or accidentally knock it. There is the menace of the experienced but presbyopic nurse. 
whose vanity will not permit her to wear glasses when doing dressings. 

Enhancement of safety is obtained by the suture of cataract incisions; but this is entirely 
inadequate in actively obstreperous cases such as extractions on lunatics or alcoholics. 

The problem first presented itself acutely some years ago when I was doing a series of 
cataract extractions on blind and violent lunatics. This surgery seemed worth while because 
in some cases mental alleviation could be obtained by restoring sight, though admittedly 
in other instances this did not occur. 

My orthopedic colleague at King’s College Hospital, Mr. H. L-C. Wood, made the 
sensible suggestion that something might be done with plaster-of-Paris for the post- 
operative protection of such eyes, and gradually the following effective technique has been 
evolved (the pictures show the details better than elaborate description): 

(1) An ordinary soft dressing is fixed by adhesive tape over the operated eye (Fig. 1, A). 

(2) The whole head is inserted in a transparent cellophane (or paper) bag, to prevent 
the plaster getting on the skin or in the hair (Fig. 1, B). 

(3) A length of rubber tubing made slippery with vaseline is looped round the patient's 
head as shown in the diagram (Fig. 2, c). 

(4) A plaster-of-Paris bandage (preferably Cellona) is applied wet over the cellophane 
bag and rubber tube. The bandage may be supplemented by plaster slabs where required 
in individual instances (Fig. 2, D). The speed at which the plaster sets depends mainly on 
the temperature of the water in which the bandage, or slab, is dipped. For ophthalmic 
work a temperature of about 100° F. is adequate. 

(5) When the plaster has set, usually in a few minutes, the rubber tube is withdrawn 
leaving a tunnel to facilitate the application of plaster shears in removing the bandage 
at a later date (Fig. 3, £). Redundant cellophane is shorn away, leaving an extremely neat 
and comfortable bandage which will if necessary stand up to deliberate battering-ram 
action by the patient, leaving the eye underneath undamaged by direct trauma (Fig. 3, F). 

In many cases the plaster-of-Paris casing has probably saved the patient’s eye. 

I now adopt the protective bandage for all cataract cases. Experience shows that if any 
serious post-operative complication occurs the patient will almost always feel pain or 
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discomfort, when one should be ready to remove the plaster for inspection purposes, 
reapplying it afterwards if desired. The plaster casing gives increased peace of mind to 
the surgeon and nursing staff and adds to the feeling of security of the patient. 
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The President asked Mr. Savin how long normally he maintained the plaster bandage. 


Mr. Savin said that in restive cases he kept it for five days. He had analysed 100 cases 
in which he had used it and had had 9 hyphemas and | prolapse. He never covered both 
eyes in restless cases. 

Mr. FRANK W. LAw: Watery Eye, Chronic and Recurrent Conjunctivitis, Eye Strain with 
Small Refractive Error, Vitreous Opacities. 

One of the most worrying everyday problems I meet is presented by the watery eye. Let 
us consider that group which includes those whose eye or eyes water without any known 
stimulus and under any conditions, and on examination one has to admit that all looks 
perfectly normal, but equally certainly there is an excess of lacrimal secretion in the 
conjunctival sac, waiting to overflow at the slightest provocation—even, e.g. on bending 
down. Removal of a small portion of the posterior wall of the canaliculus, combined with 
careful after-treatment to ensure that healing does not occur, is a very effective method of 
dealing with minor degrees of mal-apposition through early ectropion. In other words 
this degree of mal-apposition of punctum to globe may be so minor as to be undetectable, 
but in the mechanics of lacrimal drainage capillarity is by far the most important operating 
factor, for unless this occurs the complex sac function consequent upon orbicularis action 
cannot take place. In my experience no harm has ever been done by removing the posterior 
wall of the canaliculus to such a small extent as not to interfere with the mechanics of 
capillarity; therefore I submit that this should be done in the class of case I have described. 
I have relieved many by this means. 

The associated and equally commonplace condition which certainly presents a problem 
is the chronic or recurrent conjunctivitis in a completely or almost completely white eye. 
The symptoms may include watering, but this is neither excessive nor solitary; there is 
complaint of irritation and a heavy, sore or tired feeling of the eyes. Mechanical causes of 
such symptoms being excluded—not forgetting refractive errors, though I would say in 
parenthesis here that these act as a cause in a numerically negligible number of cases— 
[ always send these patients off to the bacteriologist. It is strange how very scanty the 
vrowth of conjunctival flora usually is; it is stranger still how the symptoms are often 
relieved by giving the drops whose appropriateness has been suggested by the sensitivity 
tests. Often no more than one colony is grown, but the relief of symptoms occurs never- 
theless. (Illustrative cases were quoted in detail.) 

Another very commonplace problem is what to do with the patient who is suffering 
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from eyestrain in any of its many manifestations, and in whom one finds a very small 
refractive error? It is because [ firmly believe that no ophthalmologist should ever 
prescribe glasses unless he is certain that they are quite unavoidable and also that there js 
no other means of relieving the patient of symptoms, that I wish to consider this question, 
It rarely takes long to get a patient on to one’s side in the question of avoiding glasses; it is 
equally rare to draw a blank on the real cause of the symptoms after a few minutes on the 
synoptophore. The record of the static muscle balance for distance and near may yield 
negative results, and the necessity for the dynamic tests arises. The degree of binocular 
vision and amplitude of fusion may often be satisfactorily investigated with a stereoscope 
or amblyoscope, or both, and the desired information found. It is little trouble, however, 
to move the patient on to the synoptophore, when an even more complete investigation 
may be made. The commonest finding is convergence insufficiency; frequently a subnormal 
amplitude of fusion is found. The patient is sent away with instructions to do convergence 
exercises (Table I). That the psychological element is important I should be the first to 


TABLE I.—CONVERGENCE EXERCISES 
(1) Hold up a finger at arm’s length straight in front of the face, gaze at it steadfastly, 


and bring it slowly towards you until it appears to divide into two. Repeat a 
dozen times. 


(2) Look to the end of the room, and hold a finger up twelve inches in front of the face. 
Note that there are two images of the finger. Then look at your finger and note 
that objects in the distance are doubled. Repeat a dozen times. 

(3) Look at your finger held similarly twelve inches in front of your face, then rapidly 
take away the finger, but do not let the eyes move, so that they are fixed where the 
finger was and objects in the distance are still doubled. Cultivate this until you 
can swing your eyes in and look at an imaginary finger twelve inches away, 
remembering that if you do this correctly, objects in the distance are doubled. 


admit, and prove it by stating in all seriousness how many patients are relieved by these 
exercises when no evidence has been found of convergence insufficiency. Sometimes home 
exercises are not enough; then the patient is asked to attend for a course, usually 5 or 6, 
of synoptophore exercises under an orthoptist. I have, by this means, avoided glasses for a 
large number of patients, and enabled a lesser number to discard those they already have. 
(Case records were reported.) 

Finally, the recurrent problem of vitreous opacities of subjective importance with no 
discoverable cause. It is not always easy to persuade the patient to ignore these; a letter 
I received does most valuable duty in this respect. This is what I show to the patient: 

“Gradually, as I passed through the subsequent weeks after seeing you, the black 
spots became less apparent and now I do not see them at all unless I search for them— 
which only goes to show how one can become so depressed and notice things which 
normally pass unnoticed. Thank you very much for all you did”. 


Mr. R. U. Gillan, referring to the incidence of eye strain in cases with very low refractive 
errors, agreed with Mr. Law that the cause of the symptoms was not necessarily the 
refractive error. Nevertheless, in a very large number of cases, relief from symptoms was 
obtained by wearing the appropriate correction. Perhaps there might be an equal degree 
of relief from the wearing of plain glasses. In a large number of these cases no muscle 
imbalance appeared to occur. He suggested there might possibly be some traumatic effect 
upon the conjunctiva from the prolonged exposure of the eyes to artificial light or to 
daylight. Symptoms occurred chiefly in people, such as clerical workers, who were using 
their eyes a very great deal. It seemed possible that the exposure of the eyes to a bright 
reflecting surface for a long period might be responsible for the symptoms and might 
explain why so many of these patients got relief when wearing glasses. THe glasses, he 
suggested, might have a filtering action on the light and so reduce the incidence of the 
light upon the eyes. It was not merely a matter of the proximity of the work because many 
of these patients got the same symptoms when they went to the cinema, and many of them 
also complained of intolerance of bright light, out of doors. This was an everyday problem. 
and worthy of more research. The term “eye strain” was used far too readily. It was 


one of the commonest symptoms of which patients complained, but the cause of it was 
far from being understood. 


Mr. L. G. Scoular said that they all knew the type of case with the watery eye. Many 
of the patients so afflicted were excessively fond of condiments with their food, and were 
in the habit of taking their fluids much too hot. 


Mr. O. Gayer Morgan described the technique of a simple operation for epiphora especial! 
useful in those cases in which the epiphora ceases after dilatation, but starts again later an: 
in which the punctum seems to be controlled by a fibrous ring which contracts. If the ring 
is divided by a minimal incision towards the conjunctiva and a plug of cotton-wool | 











14 


Small 
ld ever 
‘here js 
estion. 
°S} it is 
’n the 
Y Yield 
ocular 
'SCOpe 
wever, 
gation 
ormal 
‘gence 
rst to 


hese 
ome 
r 6, 
Ora 
ave. 


no 
tter 


ack 
1 
ich 


ive 
the 
/as 


cle 
ct 
to 
ng 














15 Section of Ophthalmology 183 


inserted and left in position for two to three days, the subsequent relapse can often be 


avoided 

Mr. Nigel Cridland said that most of the people with vitreous opacities were quite happy 
when told that there was nothing to be worvied about. If this did not reassure them, then 
he advised telling them that they should make a pet of it—call it “George”! The method 
did, in fact, work. 

Mr. P. M. Morratt: The Congested Red Eye with Corneal Gidema. 

The congested red eye with increased tension and corneal cedema presents a common 
clinical problem which is part of our everyday experience. 

The diagnosis is chiefly a matter of deciding whether the condition of the eye is due to 
primary glaucoma of the congestive type or whether it is secondary to inflammation of 
the uveal tract—inflammatory glaucoma. The decision may be easy when evidence of 
inflammation—K.P., posterior synechie, dilated iris vessels—can be seen; but not 
infrequently the evidence is obscured by oedema of the cornea. An adequate view of the 
anterior segment of the eye, including the posterior surface of the cornea, may be impossible. 
It is, however, important from the standpoint of treatment to determine as far as is possible 
to which of the two categories the condition belongs. Mydriatics are absolutely contra- 
indicated in the acute primary cases, and myotics and surgery are to be avoided in the 
inflammatory ones. 

The history is not very helpful because the symptoms and deterioration of vision in 
either case are similar, though perhaps less fulminating in the inflammatory cases. On 
examination the outstanding and confusing sign is the corneal oedema, because it 
immediately suggests the acute glaucomatous state and all that it entails. Confusing 
because it may hide the only signs by which the presence of inflammation in the eye can 
be definitely established. 

In the inflammatory cases the intra-ocular pressure may feel rather less than one would 
expect for the amount of cedema present; but fingers can be very misleading. The 
measurement by Schidtz’ tonometer should always be taken as it may be that the corneal 
cedema has influenced one’s judgment. It is possible for the intra-ocular tension to be 
normal even though there is marked corneal cedema secondary to iridocyclitis. 

The depth of the anterior chamber is important, for a normal or deep Anterior Chamber 
{A.C.) is unlikely to be associated with acute primary glaucoma. On the other hand a 
shallow A.C. does not exclude secondary inflammatory glaucoma. The pupil is variable— 
if normal in size or contracted inflammation is likely—but it has to be remembered that 
eserine or for that matter atropine may have been instilled by someone who has previously 
examined the case. Posterior synechiz will influence the shape and size of the pupil. The 
patient is often rather younger than we expect in acute primary glaucoma. Treatment 
with myotics produces no beneficial result. It is the observation of some or all of these 
things which may lead one to suspect an inflammatory basis in the difficult cases. 

The problem of treatment rests on the diagnosis as already indicated. If the diagnosis 
is still sufficiently in doubt homatropine will usually give the clue. 

Nevertheless there will always be a small number of cases of secondary inflammatory 
glaucoma which so simulate the primary congestive type that treatment by operation— 
iridectomy—will be done. Atropine therapy post-operatively will probably save the situation. 
Two cases of this kind have been under my care recently. The first a West African doctor, 
aged 34, had been complaining of pain and redness of the left eye for eleven days. The 
cornea was grossly cedematous. The A.C. was not shallow, the pupil was immobile and 
oval with the maximum diameter in the vertical meridian. The Schidtz tension measured 
30 mm. Hg. Treatment with eserine failed to relieve the condition. 

Retrobulbar injection of novocain 3% with adrenaline caused immediate clearing of 
the cornea and revealed a posterior synechia. 

Examination with slit-lamp showed numerous fine K.P. and cells in the aqueous fluid. 
The eye cleared up completely on treatment with heat and atropine. 

The second case was a woman of 48, who complained of pain redness and misty vision 
in the right eye for a week but which was worse during the two days prior to admission. 
Gross corneal cedema was present. The pupil was fixed and oval with the maximum diameter 
in the vertical meridian, the A.C. was shallow. 

Treatment with eserine had no beneficial effect, folds in Descemet’s membrane were 
seen on slit-lamp examination and the Schiétz measurement was 15 mm. Hg right eye and 
12 mm. Hg left eye. 

Treatment with heat and atropine caused clearing of the cornea. Posterior synechia, 
fine K.P. and cells in the aqueous were then seen. The eye settled down completely but 
two adhesions remained in spite of mydricaine therapy. 

These two cases are typical of many that are referred to us for diagnosis and treatment. 
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Mr. J. P. F. Lloyd said that he was extremely interested in the difficulty o naking a 
differential diagnosis between primary and secondary glaucoma in the presence o! ongestive 
features and corneal cedema. He observed that Mr. Moffatt had not mentione what, to 
his mind, was a most important and useful measure, and which appeared to be effective jn 
a proportion of cases. It had been mentioned several times in the American journals 
This consisted in the instillation in the conjunctival sac of one drop of pure glycerine. After 
this was done, it had been found that some cornez cleared to an appreciable devree within 
a few minutes, remaining so for about ten minutes. This would often enable « detailed 
examination of the anterior chamber to be made, and, on occasions, even a Lonioscopy, 
and a differentiation could then satisfactorily be made. : 


Sir Stewart Duke-Elder stated that this procedure was by no means invariably successful. 


Mr. J. P. F. Lloyd said that he thought that Sir Stewart Duke-Elder had been unlucky, 
and he would at once send him a sample of Oxford glycerine for a trial. 


Mr. Humphrey Neame made a plea for the use of terms distinguishing two types of 
corneal oedema. He thought that Mr. Moffatt had intended to refer to the cedema of the 
epithelium because he made mention in the latter part of his Paper of the striation of 
Descemet’s membrane. It was simpler to speak of cedema of the epithelium when the 
epithelium was concerned and of cedema of the substantia propria for the other condition, 
This differentiation of signs helped one to get a clear picture. He agreed that in the course of 
twenty-four hours one might find cedema not only of the epithelium but of the substantia 
propria as well. He always took that to mean an inflammatory cause. He thought the 
two terms should be distinguished. 


Mr. F. A. Juler said that it was necessary to utter one word of warning. The idea that 
posterior synechia meant an inflammatory basis for an increase of tension was not always 
true. He had seen acute cases of glaucoma in which tension had come down leaving the 
synechia. 

In one case of the kind, atropine was prescribed, with the result that at his next visit a 
month later, the eye was blind and hard. Such a clinical condition might make an 
immediate diagnosis uncertain. 


Mr. Moffatt said that he had been interested in the remarks on the use of glycerine and 
other devices for clearing up the corneal cedema for a time so as to be able to see the deeper 
structures with the slit-lamp. He thought that this was a very good point. Sometimes one 
could get a better idea of the eye if one looked directly with loupe and lens, even though a 
slit-lamp was used afterwards. 

With regard to the remark about synechia definitely clinching the diagnosis of a secondary 
glaucoma, it did occur to him that one could get an inflammation in an eye which was 
already predisposed to glaucoma, and it made the problem more difficult if that state of 
affairs did, in fact, exist because not all the cases which were diagnosed as secondary 
glaucoma and treated as such did well; some of them did not even do well temporarily and 
it was necessary to do an iridectomy because no treatment, drops or mydriatics, were of 
avail to control the condition. 

He appreciated Mr. Neame’s remarks about terminology. Corneal cedema he would 
call epithelial cedema. Presumably also there were changes in the substantia and probably in 
the endothelium as well. 


Congenital Coloboma of the Lid.— Maurice WuitING, O.B.E., F.R.C.S. 


S. G. was one of twins who are now aged 6}. S. G. was the smaller and much the weaker 
of the two and was not, at first, expected to live. When she received more attention, it was 
discovered that she had congenital defects, namely a large coloboma of the right upper 
eyelid, accessory auricles on both sides, a small coloboma of the left upper eyelid and 
later on she was found to have a dermo-lipoma at the outer side of each eye. When she 
was a week old, it was discovered that she had a corneal ulcer from exposure on the right 
side and this became worse. I saw her when she was a fortnight old and performed a plastic 
operation on the right upper eyelid. This was difficult in view of the very small size of the 
child and the hindrances to an adequate anesthetic. The operation at first seemed successful, 
but after three days the whole thing relapsed to its original condition. Under local treat- 
ment, the corneal ulcer subsided, leaving dense corneal opacity, but it would obviously 
recur if the lid condition were not permanently amended. 

At last, after six or seven attempts, the solution, which should have been fairly obvious 
from the beginning, was reached by turning a pedicle flap from the lower eyelid into the 
coloboma and suturing it there, thus combining the advantage of a partial tarsorrhaphy 
with the plastic repair. Subsequently, the pedicle flap was detached from its base and the 
closing of the coloboma was complete. 
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[November 9, 1950] 


A Contribution to Glaucoma Pathology 
By J. P. F. Lioyp, F.R.C.S. and A. H. T. Ross-SmitH, M.D. 


In reviewing the literature on glaucoma, Mr. Lloyd had become interested in the 
recurrent speculations (to which he gave references) as to whether some forms of glaucoma 
might be a local manifestation of a general vascular disease. It was suggested to him that 
skin biopsies taken from the eyelids of glaucoma patients might give histological evidence 
of such a condition if it were present at all. By analogy with Jameson Evans’ work (1939) 
in which histological changes were demonstrated in eyes excised for glaucoma secondary 
to new growth, and also by analogy with Kirwan’s (1936) similar histological findings in 
epidemic dropsy glaucoma, one might expect to find histological changes such as Dr. Robb- 
Smith described later in this contribution. 

The biopsies were taken in every case from as nearly as possible the centre of the line 
dividing the middle and outer thirds of the upper eyelid, a pinch of skin being picked up in 
Lister’s forceps and immediately snipped off with scissors. Anzsthesia was sometimes 
local and sometimes general, and this is summarized elsewhere. A number of biopsies 
were taken immediately before operation, and others during attendance at the Glaucoma 
Clinic, as set out in the following table: 


Pre-operative a -- i bi = 
Clinic .. Glaucomas “a ~ 
Total Glaucomas < o>, ae 


Those taken at the clinic were from either eyelid at random. 


As it was not known what changes, if any, were going to be seen in these biopsies, it 
seemed that the best approach was to examine a series of biopsies from control cases— 
which were mostly from patients with cataract, and glaucoma cases, without knowing which 
was which, and to see if they could be differentiated and then find out whether this grouping 
was at all related to the clinical condition. 

When the first dozen biopsies were examined, it was found that many of them were 
apparently abnormal. Some (Fig. 1) showed the appearances that one would expect in a 
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normal lid—a moderately loose dermis with inconspicuous capillaries; others (Fig. 2) 
showed a very loose dermis with separation of the reticulin and collagen fibres, a striking 
dilatation of the superficial lymphatic channels, dilatation and engorgement of the deeper 
venules, but no alteration in the arterioles and in some cases a lymphocytic proliferation 
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around the capillaries; in fact, the appearances are those seen in cedema; it transpired that 
all biopsies from glaucoma cases showed this edematous appearance and all the cataract 
cases showed a normal dermis. There is now a series of 56 biopsies in which (Table J) 


TABLE I.—ANALYSIS OF FINDINGS IN PRIMARY GLAUCOMA 
Histological Findings 

Number of Unsatis- yA 

specimens +- Typical + Suggestive — Negative factory Positive 








Total glaucomas <> ae 59 
Primary glaucoma c a 62 
Glaucoma simplex— 
Chronic... oe 63 
High tension 
Low tension *- 
Glaucoma congestive. . 
Controversial glaucoma 
Secondary glaucoma 
Suspected glaucoma 
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Controls .. 
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a little over half were from patients with glaucoma or suspected glaucoma, and, needless to 
say, the findings are not nearly so clear-cut as they were in the first dozen. Very few of the 
control cases show this oedematous appearance, but about two-thirds of the glaucoma 
cases show it. A biopsy is described as “typical” when it shows the appearances first 
described—an interstitial oedema with lymphatic dilatation and engorgement of venules; 
the pericapillary lymphocytic proliferation is not a constant finding and is often seen in 
otherwise normal dermis; a “suggestive” biopsy is one in which there is oedema, some 
lymphatic dilatation but no engorgement of venules, and the ‘“‘negatives” are those where 
there is no departure from the ordinary appearances of the dermis. Unsatisfactory biopsies 
are those in which there was too little dermis included to allow an appraisal of its characters. 
It will be seen that in the group of primary glaucomas, 10 showed the typical appearances, 
5 were suggestive, but 9 showed no significant changes. A study of these 9 negative glaucoma 
cases showed that all had the common feature of gonioscopically narrow angles, with the 
exception of one aphakic eye. Two were evident “true acutes”; in a third the grounds for 
a diagnosis of glaucoma seemed questionable, while the fourth was a case of pseudoglaucoma 
(low tension), and the fifth was an old injured eye with traumatic mydriasis. The remaining 
4 were unimpeachable cases, 2 of moderate tension and 2 of high tension non-congestive 
glaucoma. In one of these a further biopsy (not included in this series) gave a + result. 
A point of interest was the relatively low proportion of positive results in the congestive 
glaucomas. It was felt that this might be due to the presence in this group of “true acute” 
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cases, possibly of different etiology from those arising as a congestive phase in chronic 
glaucoma. A study of these cases revealed the following: 
Unsatisfactory 

+ material 
Probably “‘true acute” .. ee ms nae 1 
Probably congestive phase of chronic glaucoma 0 0 

4ll had gonioscopically narrow angles. 

Both the cases of controversial glaucoma—a case of atropine glaucoma and a case of 
glaucoma cyclitica—showed some changes, as did the 2 cases of secondary glaucoma, one 
associated with acute kerato-iritis, the other with herpes zoster ophthalmicus. 

Of the controls, which were almost all from patients with cataract in the same age range as 
the glaucoma patients, 20 showed no change, while 1 showed the typical changes, and 3 
were suggestive. A study of these 3 positive controls did not reveal anything interesting. 
They all appeared to be straightforward cases of cataract. 

Accordingly, on this initial study it would seem that this oedematous change is very 
rarely seen in patients with cataract but is frequently, though not constantly, found in 
patients with glaucoma. There were a number of possible fallacies, and the first one to be 
considered was the fact that in the majority of cases, the biopsy had been performed under 
local anesthesia and it seemed possible that the appearances might be due solely to the 
reaction to the anesthetic in a tissue, like the eyelid, which has a loose connective tissue 
dermis and displays oedema very readily. However, it can be seen (Table II) that in the 


TABLE II.—EFFECT OF ANASSTHESIA ON EYELID BIOPSIES 
Histological Findings 
Number of Unsatis- » 4 
specimens + Typical +- Suggestive — Negative factory positive 





Primary glaucoma 
General ‘a 4 I I - 75 
Local ~ 22 9 8 60 





Controls 
General is 3 0 I 2 — 33 
Local i 21 1 2 18 — 14 


glaucomatous series, there is a higher proportion of positive findings in the biopsies removed 
under general than local anesthesia, and in the controls, one of the suggestive findings 
was in a biopsy under general anesthesia; furthermore, as the majority of the control 
biopsies were performed under local anesthesia, if the change were solely due to the 
anesthetic, one would expect many more of these to be positive. Similarly, if the operative 
trauma or frequent rubbing of the eye by the patient was the inductive factor in the 
edema, one would expect a higher proportion of positives in the control series. Of course, 
on this series, one cannot exclude the possibility that the tissues in glaucomatous patients 
are particularly sensitive to local trauma or the effects of anesthesia, but, on the other 
hand, there is nothing to support it. 

Another possible fallacy, and one which is difficult to exclude, is that the turgor of tissue 
might be due to prolonged use of miotics together with clumsy manipulation of the eyelids. 
Although it is really two objections, it is felt that the probability of the two coinciding more 
or less constantly justifies their being taken together. The great difficulty in answering 
this question is due to the-impracticability of finding a series of patients either (a) suffering 
from glaucoma and not on miotics, or (6) glaucoma-free but using miotics for long periods. 
As time goes by a few cases of (a) will become available in newly diagnosed and previously 
untreated glaucoma cases, and also from some successful surgical ones. Type (5) is unlikely 
ever to be available. 

There were no cases of miotic allergy in the series, and one only of miotic intolerance, 
in which the biopsy was negative. 

A comparison of the incidence of positive changes in cases of glaucoma on miotics and a 
small number of the cases of glaucoma which had not received miotics (Table IIT) reveals 


TABLE III.—SUMMARY OF GLAUCOMA AND MIOTIC FINDINGS 


Number of /o 
specimens - =o Unsuitable positive 


aucoma on miotics 6 59 
‘‘aucoma not on miotics 2 60 
On miotics .. Ni i Ni i i Nil 
not on miotics 3 20 16 


o 
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that the incidence of positive changes in the two groups is almost identical; whereas if the 
turgor of the tissue was solely due to the action of the miotic or the action of a miotic og 
tissues in the vicinity of a glaucomatous eye, one would expect a much higher incidence jg 
those receiving the drug and a lower incidence comparable with that of the controls in the 
glaucoma cases not receiving miotics. Nevertheless, this is a possible fallacy which requines 
further study in a larger series of cases in the future. 

Accordingly it would appear that the results of this investigation favour a linkage of 
this oedematous change in the eyelids with glaucoma, especially with the moderate and 
high tension types of non-congestive glaucoma. 

Now as to the interpretation of the findings. The lesion itself has the characters of a local 
cedema; Pullinger and Florey (1935) showed that these appearances with the turgor of the 
tissues and dilated lymphatics could be found in experimental oedema produced by a wide 
range of agents and the lymphatic dilatation was due to the walls of the lymphatics 
pulled out, owing to the stretching of the interstitial connective tissue; accordingly there is 
no need to postulate a proximal lymphatic obstruction to explain these appearances; on the 
other hand the dilatation of the venules is not a consequence of a local cedema and would 
suggest some slowing of the venous circulation whether due to local or general vascular 
changes. When one proceeds from the nature of the lesion observed to its significance in 
relation to the pathogenesis of glaucoma, it is clear that it is necessary to be very cautious; 
in the first instance the number of specimens is relatively small, and even in these the 
change is only observed in a proportion; it will be desirable to know whether this turgor is 
present throughout the body or is limited to the eyelid, a tissue which shows oedema very 
readily, and being near the glaucomatous eye might be affected reflexly in some way, 
However, it was felt that this preliminary communication was justified to stimulate further 
studies along these lines, and if the findings reported are substantiated, it might be that 
some correlation could be found between the eyelid changes and the type or stage of the 
glaucomatous process and so perhaps throw some light on the esssential nature of certain 
types of glaucoma; furthermore, these findings strongly support the view that glaucoma 
is a local manifestation of a general humoral or systemic disorder—a sick eye in a sick body, 
and not a lesion localized in the eyeball itself. 
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Dr. Norman Ashton asked whether the possibility of the release of **H™ substance into the 
biopsy tissue, following the trauma of excision, was taken into account when relating the 
degree of vascular dilatation to the presence or absence of glaucoma. 

Mr. R. P. Crick asked whether skin biopsies had been taken from other sites, as all 
were familiar clinically with the local cedema associated with a rise of intra-ocular pressure 
and these cases on which decompression operations were being performed were presumably 
subject to this. 

Dr. A. C. L. Houlton asked whether there was any association between the use of 
miotics and the development of this condition. He hoped for a little more information 
on that point. 

Mr. J. P. F. Lloyd said, in answer to Mr. Crick’s question, about taking skin biopsies 
elsewhere in the body, that he and his colleague had started on this work. but unfortunately 
had done so too late for any results to be avaiiable at this meeting. q 

In reply to Dr. Houlton, he said that this was a very difficult question to answer in relation 
to the current series, as the majority of the glaucoma cases were, in fact, under miotc 
treatment. He suggested that, were histological changes due to miotics, this would probably 
imply that something like two-thirds of the cases would be suffering from miotic irritation. 
This, of course, was not the case, and, anyway, he doubted whether any substantial com- 
tamination of the upper lid normally resulted from the instillation of drops. (This query is 
deait with at greater length in the summary as published.) 


[The Discussion on Scleral Resection and Chemical Coagulation Operations for Retinal 
Detachment will appear in a later issue.] 
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